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Objectives 
Mass deinstitutionalization and the expansion of camunity-based 
treatment has been widely accepted as both a more hl.Ullane and a more 
ethical IOC>de of treating the psychiatrically disabled. 
Carmunity-based treatment additionally has shown itself to be far less 
costly than hospitalization in the wake of monl.l'll9ntal treatment costs 
and rapidly disappearing funds available for care of the mentally ill 
(Witheridge, 1978). While the most seriously disturbed individuals 
still face hospitalizations lasting several years, most individuals 
seeking psychiatric care require only short emergency 
rehospitalizations. It is these latter individuals who fonn the core 
of the clientele that is seen in halfway houses, camunity mental 
health centers, and day treatment programs. And it is these 
individuals who return to the hospital time and again, .becaning 
increasingly dependent on the mental health system. For such persons, 
the future .becanes less hopeful as chronicity deepens, while each 
successive rehospitalization increases the possibility of additional 
future rehospitalizations. 
In an extensive review of studies using hospital readmissions as 
a criterion variable, a 40-50% recidivism rate was found within a one 
year period following psychiatric discharge (Anthony, Buell, Sharrat & 
Althoff, 1972). Further studies suggest rehospitalization rates range 
fran 15% at three months to 75% at five years after discharge (Miller, 
1967) • According to Freeman and Si.moons ( 1963): 
1 
2 
The doors of the hospital are ••• used by both the sick and the well 
- and (are) revolving doors at that. If the goal of the hospital 
is merely the temporary dismissal of patients, then perhaps the 
problem of hospital treatrcent has been fairly well solved ••• fewer 
beds may be needed, but the patients keep them wann for each other 
(p 5). 
Clearly there is a need to understand what draws the psychiatri-
cally disturbed to the hospital time after time. Yet the data at our 
disposal that may help us to identify "causes," e.g., case histories 
and qualitative reports, are difficult to analyze through quantitative 
procedures. Indeed, because of the difficulty in interpreting these 
data, they often remain unused. This is the crux of our problem: can 
we organize these data into a meaningful schema? If so, this 
organized schema becanes both a useful clinical feedback tool, and a 
means for understanding and predicting relapse among this population 
by the use of sophisticated multivariate statistical procedures. 
Furthermore, an additional hypothesis may be posed. Perhaps it is not 
merely the presence of events or characteristics that may lead an 
individual to relapse, but the individual's perceptions of their 
seriousness. Thus, one further goal may be to detennine if this 
perceived seriousness affects relapse. The reasoning behind the two 
goals of (a) organization of clinical data, and (b) detecting if 
perceived seriousness leads to relapse, has been searched for 
throughout the literature and is expounded below. 
Background 3 
While clinicians have historically identified events leading to 
rehospitalizations in a descriptive way, e.g., suicide attenpts, 
researchers have concentrated on identifying correlations between 
certain quasi-independent variables, e.g., demJgraphics or the 
presence of life stressors, and the increased probability of 
rehospitalizations. Most of these studies were conducted over 10 
years ago, and there has been little research focus of late in this 
problem area. Yet despite these handicaps, these data can be useful 
in identifying general trends or particular problem issues. 
Demographics. Rehospitalizations appear to be strongly 
associated with psychiatric history, including number and duration of 
previous hospitalizations especially during the previous three years 
(Arthur, Ellsworth & Kroeker, 1968), and age at first hospitalization 
(Rosen, Klein, & Gittleman-Klein, 1971; Zigler & Levine, 1981). 
Despite the significant correlations between these demographic 
variables and probability of rehospitalization, there is a striking 
disadvantage in using them as a sole criterion for predicting success 
in remaining out of the hospital. These variables, because of their 
historical nature, are insensitive to change as the intervention 
continues. For example, age of first hospitalization remains constant 
for successful and unsuccessful individuals. Because of this 
disadvantage, changes leading fran an attenpted intervention go 
undetected. It is i.Inp:>ssible to change the past. Therefore, while 
demographics are useful to describe a population, their very nature 
restricts their usefulness for evaluative purposes. Although it is 
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conceivable that certain demographic variables may suggest correlated 
variables that are changeable, e.g., an early first rehospitalization 
may result in limited educational opportunities due to time lost while 
in the hospital and this may be changed, it is beyond the scope of 
this study to explore these possible correlations. 
Life Stressors. Ilfeld (1976) conducted 2,299 interviews with 
normal adults with respect to nunber and intensity of life stressors. 
Respondents were each scored according to the Psychiatric Syrrptons 
Index (PSI), identifying such symptans as depression, anxiety, anger, 
and cognitive disturbance. Carmencement and duration of both stressor 
and symptans were detennined. The results produced a significant 
trend for the stressors to be present prior to and during the time the 
symptans were present. This suggests that the presence of life 
stressors among the general population leads in a significant number 
of cases to the presence of psychiatric symptans. 
A recent research focus has been on the presence of life 
stressors prior to an actual rehospitalization. It has been 
repeatedly found that there are differences in both number and type of 
stressors when canparing a normal population to a schizophrenic 
population (Fontana, Marcus, Noel, & Rakusin, 1972; Jacobs & Meyers, 
1976). 
In the Jacobs and Meyers study, 62 hospitalized schizophrenics 
were canpared to 62 unhospitalized normals with respect to stressors. 
Highly significant results reflect 3.2 stressors the year before 
hospital admission for schizophrenics, and 2.1 stressors for normals 
during the same time frame. In total, the hospitalized schizophrenics 
5 
identified 50% more life stressors in their lives prior to their 
hospitalizations. 
Not all research in this area has produced similar results. Joe, 
Miller, and Joe (1979) failed to find significant differences in 
number of stressors when canparing subjects with high and low levels 
of psychiatric syrrptans. However, they did find that subjects who 
reported stressors out of their control were more likely to exhibit 
psychiatric syrrptans than those who considered stressors within their 
control. 'Illis finding suggests that perhaps it is not the nature of 
the event or the number of events preceding a rehospitalization, but 
how the individual perceives the event that may eventually contribute 
to a rehospitalization. In short, there may be differences in the 
individual's perception and reaction to the same event. Individuals 
exhibiting severe psychiatric syrrptans appear to perceive events as 
externally caused, while individuals experiencing less severe syrrptans 
or without syrrptanology, appear to perceive these same events as 
internally caused (Joe, Miller, & Joe, 1979). 'Illus, individuals with 
more severe syrrptans exhibited less confidence in regard to their 
control over life stressors, and believed themselves to be "helpless" 
in regards to them. 
Several researchers have found this phenanena of learned 
helplessness or hopelessness among schizophrenics just prior to 
relapse (Luborsky & Averbach, 1969; Schmale, 1972). Helplessness is 
described by a variety of behaviors: giving up quickly, learning 
slowly, and in general, being less able to improve one's own 
situation. Individuals are said to learn these behaviors fran a 
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history of perceived failures and/or inability to control life 
outcanes. Luborsky and Averbach (1969) in examining speech samples of 
patients in psychoanalysis, found expressions of helplessness more 
pronounced when taken just before instances of manentary forgetting. 
'lllus, evidence of this type of helplessness has been found directly 
before a temporary episode of mild symptanology. 
A study of hospitalized schizophrenic patients and normal 
controls (Jacobs & Meyers, 1976), reported that the death of a pet 
produced the greatest stress for schizophrenics before hospital 
admission. This event was not rated as particularly stressful for the 
normal controls. 'lllus, it appears that the individual perceptions of 
stressors for hospitalized schizophrenics and non-hospitalized normals 
are significantly different. Simply put, the event for each group was 
the same, but the perceptions of the event were strikingly different. 
'lllis suggests that the number and type of stressors in a schizo-
phrenic' s life are not the critical variables to predict rehos-
pitalization. 
These results may reflect a methodological problem associated 
with studying life event stressors. It is uncertain whether both the 
event or its perceived seriousness and the hospitalization are a 
product of the same disturbed system. For example, a 
rehospitalization may directly follow the loss of a job, leading one 
to identify the job loss as the cause of rehospitalization. But it is 
entirely possible that both the rehospitalization and the job loss 
could be the result of the individual's disturbed system. The 
individual may have neither adequate coping skills needed to (a} 
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retain a job, nor (b) deal with a job loss. Another individual may 
have adequate vocational coping skills to be able to deal with job 
loss effectively, but also may have a tendency to develop symbiotic 
relationships. Thus, the loss of a pet and the subsequent loss of 
this important symbiotic relationship may eventually lead to a 
rehospitalization for this second individual. The concept that it is 
the perceived stressfulness of a situation that detennines relapse has 
been examined in a number of ways by several theorists. 
IX>hrenwend (1978) has developed a model of the stress process 
that partitions stressful life events into two distinct concepts, (a) 
the influence of the environment: and (b) the psychological 
characteristics of the central person in the event. This relationship 
is illustrated in Figure 1. 
Folla.ving the onset of the stressful event, a distinction is made 
between the stimulus that initiates the response and the reaction to 
the stimulus. Psychological reactions vary widely, ranging fran mood 
changes to symptans of psychotic disorders. IX>hrenwend stresses that 
while these reactions are by their very nature of limited duration, 
they may be perpetuated by secondary gains or rewards. These may 
include feelings of uniqueness or need for attention. 
The individual with strong social supports may face a crisis with 
a less severe reaction than the "vulnerable" schizophrenic with a 
lesser ability to utilize existing support systems. The final step in 
the model illustrates the transient stress reaction interacting with 
the situational and psychological factors to produce three possible 
outcanes. First, the best possible result is that the individual may 
FIGURE 1 
Ik>hrern.'end Stress M:ldel 
Situation in the 
Environment (a) 
Psycholcgical 
Characteristics 
of Person in 
Event (b) 
Stressful 
Life Event 
,.:'I 
..-------," 
Transient 
Stress -~ 
Reaction 
\ 
\ 
~ 
Psychological 
Growth 
No Substantial 
Pennanent 
Psychological 
CharYJe 
Psychopathology] 
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experience psychological growth. Second, the individual may emerge 
fran the situation without any notable change in capabilities or 
lifestyle. Last, the individual may develop self-sustaining 
psychopathology. Consequently, this worse possible outcane may result 
in relapse. 
I))hrenwend does not indicate the likelihcx:xj of occurrence of each 
alternative. However, carmon sense suggests that both situational 
mediators (crisis intervention, social support) and psychological 
mediators (coping abilities) play a key role in the detennination of 
the final outcane. 
A similar theory has been suggested by Zubin and Spring (1977). 
According to their Vulnerability Theory, they 
"(assume) that exogenous and/or endogenous challengers elicit a 
crisis in all humans, but depending on the intensity of the 
elicited stress and the threshold for tolerating it, that is, one's 
vulnerability, the crisis will either be contained haneostatically 
or lead to an episode of disorder" (p 103). 
Thus they suggest that each of us has a degree of vulnerability that 
under suitable circumstances will elicit a schizophrenic episode. 
Vulnerability may be the product of several factors, ranging fran a 
genetic predisposition to acquired influences, such as traumas, 
disease, perinatal canplications, family experiences, adolescent peer 
interactions, and other stressful life events. 
The psychiatrically disabled as a highly vulnerable person, finds 
numerous stresses encountered in daily living the basis of an episode. 
Others have such a low degree of vulnerability that even a catastrophy 
would produce only a brief and fleeting episode. According to Zubin 
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and Spring, predicting relapse involves several variables, (a) the 
normatively perceived severity of the life event stressor, (b) the 
individual's perception of the severity of the stressor, (c) the 
general canpetence of the individual, (d) the coping efforts expressed 
by the individual, and (e) the vulnerability of the individual. While 
the first condition is a reflection of cultural nonns, the second, 
third, and fourth are applications of learned helplessness. 
In relation to these models of perceived control, one goal of 
this study was to provide a test of the assumption of "vulnerability" 
or perceived control as a factor in relapse. Zubin and Spring believe 
the vulnerability model may have far-reaching consequences in the 
mental health carmunity. If staff at mental health centers and 
agencies see clients/patients as vulnerable individuals rather than 
"mentally ill," two important benefits may ensue. 
First, the "vulnerability" label (as opposed to "mentally ill") 
is undoubtably the easier one with which to cope. "Vulnerability" 
implies a time-limited episode granting a lesser degree of abnormality 
rather than a life-long, and perhaps incurable condition of insanity. 
Scheff (1966) has argued that the social fact of labeling is the 
single nnst important element in establishing an individual in a 
lifelong career of schizophrenia or any other "social deviance." Once 
the individual has been labelled "mentally ill," a large m.nnber of 
social contingencies are realized. Each of these factors play an 
important role in cementing the label to the individual in the eyes of 
the camrunity, and in those of the individual. The individual may be 
rewarded for retaining and indeed perfecting his role of 
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"schizophrenic," and punished for attempts to escape his new role. 
Most importantly, since the well-known stereotyped behaviors 
associated with "crazy people" are exhibited by the individual at sane 
point, he or she is more suggestible, and therefore, more willing to 
accept the new-found role of schizophrenic (Scheff, 1966). 
A second consequence of the vulnerability model mirrors the 
objectives of this project and has implications for changing treatment 
strategies with the mentally ill. If staff regards clients and 
patients as "vulnerable" in lieu of "disturbed," they may be able to 
protect them against the stressors that elicit episodes. Furthermore, 
there may be differences in how clients and social workers perceive 
the stressors leading to relapse. Professionals may need to change 
their views of clients, but may also need to change their views of 
what "causes" relapse. Of course, the client is not necessarily 
"correct" in identifying the causes of relapse: they react according 
to how they perceive the causes, and not how the professional 
perceives the causes. So in order to help clients remain outside the 
hospital, the professional needs to help the client to change the 
perceptions of causation. 
Furthermore, this model may help clients perceive their episodic 
breaks as "vulnerabilities" to specific external, unstable, and uncon-
trollable causes. Weiner and his coworkers have developed a schema 
(1972, 1979) classifying attributions of causes into eight components. 
Accordingly, four components of Weiner's Model (mood, ability, typical 
effort, and imnediate effort) are related to qualities of the 
individual while the remaining four describe properties of the 
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external envirorunent (bias frcm others, unusual help frcm others, task 
difficulty, and luck). Furthennore, four ccrnponents are long-term 
characteristics (ability, bias frcm others, task difficulties, and 
typical effort) and four are variable (mcxx1 mediators, inrnediate 
effort, luck, and unusual help fran others). 'Illus these eight 
ccrnponents can be placed in a 2 x 2 x 2 table (see Table 1) consisting 
of the three dimensions of (a) locus of control (internal versus 
external), (b) degree of stability (stable versus unstable), and (c) 
controllability (uncontrollable versus controllable). 
The Locus of Control and Stability dimensions have frequently 
been confounded in the previous literature, i.e., the effects of an 
internal, stable, controllable attribute carpared to those of an 
external, unstable, and uncontrollable attribute. For example, it has 
been argued by Weiner (1972) that the belief in luck as an unstable, 
external, uncontrollable event enables the unsuccessful individual to 
preserve self-esteem, thus creating a defense system following 
failure. For example, failure or the occurrence of an unpleasant 
situation for the "normal" population is frequently attributed to 
external, unstable conditions, e.g., "my new shoes are ruined due to 
an unexpected rainstorm." When the normal population experiences a 
success, an internal, stable and controllable attribution is made, 
e.g., "I got the job because I am intelligent and personable." Yet 
the "vulnerable" schizophrenic, void of the usual defense system, 
regards the causes for the same situations inappropriately as 
external, unstable, and uncontrollable, e.g, "the devil created a 
rainstorm to ruin my new shoes because he wishes me to be ridiculed." 
TABLE 1 
WEINER ~IEL OF ATI'RIBUI'Ic:N 
CONI'ROILABIUTY 
Uncontrollable 
Controllable 
Stable 
Ability 
Typical 
Effort 
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LOCUS OF CON'ImL 
Internal External 
Unstable 
Inmediate 
Effort 
Stable 
Task 
Difficulty 
Bias 
Fran 
Others 
Unstable 
Luck 
Unusual 
Help 
Fran 
Others 
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Successes are likewise attributed to external cause, e.g., "I got the 
job because my boss knows I will mess it up and then he can have the 
fun of humiliating me in front of everyone." These inappropriate 
attributions lead to feelings of helplessness or hopelessness. The 
end result is often a psychotic break. 
Whalen and Henker (1976) contend that when hyperactivity in 
children is treated with a drug, the belief is conveyed both to the 
child and the parents that hyperactivity is not within the control of 
the individual, but occurs because of sane physiological dysfunction. 
Perceiving this cause as uncontrollable minimizes negative evaluations 
of the child (i.e., the child is spoiled or naughty). However, this 
also must weaken the perceived possibility of recovery. Depression 
and feelings of (learned) helplessness may similarily result fran a 
perceived uncontrollable influence. Depressed individuals perceive 
evidence that their actions cannot affect the outcanes of an 
uncontrollable situation. 
Surmnary 
Thus far, this paper has presented the key studies and models 
found in the literature developed to identify and organize causes of 
rehospitalization. Several studies have found that the presence of 
certain, specific demographic variables or life stressors could 
predict relapse. However, it was Jacobs and Meyers (1976) who 
suggested that it is not the stressors, but the individual's 
perceptions of the stressfulness of the events that detennines how 
severely he or she will be affected. Dohrenwend (1978) further 
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developed this concept into a mcx:Iel partitioning the envirorunent 
effects fran the psychological characteristics and capabilities of the 
individual. 'Ihus, we find that the interaction of the individual and 
the environment may yield greater insight into causation of relapse. 
Zubin and Spring (1977), further suggest that each of us are 
psychiatrically "vulnerable" to certain, specific stressors. The 
psychiatrically disturbed may then be described as a highly vulnerable 
person who finds numerous stressors encountered in daily living the 
basis of a negative episode. Weiner (1979) sees the interaction of 
the envirorunent and psychological forces as an application of 
attribution theory. He believes that relapse is a product of three 
distinct concepts~ (a) controllability, (b) stability, and (c) 
internal/external locus of control. 'Ihus, the disturbed individual is 
rrore likely to regard external and internal events in a way that is 
different and makes less logical sense in our world. 
The mcx:Iel this paper proposes to study embodies the key elements 
of earlier mcx:Iels: (a) the interaction of the physical envirorunent 
and the psychological self, and (b) the individual's perceptions of 
seriousness of stressors, with a third concept (c) identifying 
multiple causations. 'Ihis later model schematizes not only this 
interactionary process, but is capable of identifying multiple 
causations of rehospitalizations and perceptual dimension. 
Previously, relapses were assumed to occur due to one primary cause, 
e.g., death of a parent. This mcx:Iel does not rehospitalizations have 
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single stress origins. Rather, they are seen as the product of an 
intricate web of interpersonal, psychological, envirormental, and/or 
biological issues and effects. 
It is the goal of this study to explore this rcodel as a schema by 
which to identify all the possible causes of a psychiatric relapse, 
whether surface or underlying, or perceived as serious or non-serious 
of a psychiatric relapse. Further, key stressors in the lives of 
rehospitalied and non-rehospitalized individuals, each of whan 
experience a stressful situation, will be determined in an atterrpt to 
identify stressors most likely to lead to relapse. 
AN EXPLANATORY MODEL QUANI'IFYING 
PRECIPITATING EVENI'S LEADING TO REHOOPITALIZATIONS 
Conception of the Model 
This :rocx:iel was conceived and developed as a result of a study 
funded through the Illinois Department of Mental Health. In this 
study, clients and social workers were interviewed shortly after 
rehospitalization of clients to detennine cause of the relapse. It 
became clear that in nearly evecy instance more than one precipitating 
event was an important and valid factor in the rehospitalization. For 
example, many rehospitalizations were the result of a suicide attempt. 
Yet a suicide attempt did not occur at randan; sane stressful event or 
events lead the client to attempt suicide. There was a wide range of 
variables identified, fran the concrete "job loss," to the abstract 
"inability to cope." 
The explanatocy model acknowledges that there can be several 
valid precipitating events leading to rehospitalizations. It provides 
a method that schematizes causation so that we can better understand 
the vulnerability of the individual. 
Four distinct "levels" of events are identified in the model, 
distinguished primarily by the time lag between event and 
rehospitalization. These time lags range fran zero time, e.g., 
intnediate rehospitalization following a suicide attempt, to several 
years, e.g., tendencies toward self-destructive actions. A more 
specific description of these four levels follows. 
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Level I, Irmnediate Precipitating Events, are the most urgent and 
the most drastic events (a nonexhaustive listiDJ of events is provided 
in Figure 2). Psychiatric rehospitalization is often preceded by one 
of these events. Examples are suicide attercpts or gestures, drug 
overdoses, violent behaviors, and sudden onset of symptans. Note that 
these are sudden events that lead to direct, imnediate 
rehospitalizations. A suicide attercpt for instance, generally leads 
to an inmediate rehospitalization with little or no time lag between 
realization of the event (by family, self) and admittance to the 
hospital. However, occasionally an individual who experiences an 
irrmediate event will not becane rehospitalized. Hospitalization 
depends upon enviranental influences as well, e.g., availability of a 
bed in a psychiatric ward or willingness of the family to assume 
responsibility for the individual. Yet in general, if an individual 
experiences an immediate precipitating event, that individual will be 
rehospitalized. 
Level II, Short-Tenn Precipitating Events, are not as irrmediate 
as Level I events, but nonetheless are short-tenn difficulties (see 
Figure 3.) 1he time lag between these events may be several hours to 
several weeks. For example, drug abuse is by its very nature a 
short-tenn event. 'Tile abuse is neither as sudden as an overdose, nor 
is it as long-tenn as actual drug dependency. 'Tilus, this drug abuse 
may contribute to rehospitalization within a short period of time. 
Job loss is an event that, while stressful under even the most 
supportive conditions, does not generally lead to irrmediate 
rehospitalizations. If a rehospitalization should occur due to this 
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FIGURE 2 
LEVEL I: IMMEDIATE PRECIPITATING EVENTS 
1. Suicide attempt or gesture. 
2. Self-injury or self-abuse. 
3. Violent behaviors or abusiveness towards others or inanimate 
objects. 
4. Acting out behaviors (e.g., social nuisance or public 
disturbance) • 
s. Sudden onset of symptoms (e.g., acute anxiety, or delusions). 
6. Drug overdose. 
7. Alcohol intoxication. 
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FIGURE 3 
LEVEL II: SHORT TERM PRECIPITATING EVENTS 
1. M3dication noncanpliance. 
2. Medication adjustment. 
3. Alcohol abuse. 
4. Drug abuse. 
s. Loss of or change in relationship (parent/boy/girlfriend). 
6. Worker or therapist change, termination, or vacation. 
7. Recent loss of or additional responsibilities. 
8. "Broke" or unusual financial difficulties. 
9. Intolerable living situation or inadequate housing. 
10. Job or placement loss. 
11. Unusual or recent pressure to succeed. 
12. Suicide ideation. 
13. Recent physical ailments. 
14. Gradual onset of symptans (e.g., anxiety or delusions). 
15. Other (specify 
~~~~~~~~~~~~~~~~~~-
21 
job loss, it will occur within days or weeks of the loss - not 
irrmediately. 
Level III, Long-Tenn Precipitating Events, take place over 
greater periods of time (see Figure 4). For example, a p<X)r living 
situation, e.g., unhappiness with accanodations at a halfway house, is 
a much more long-tenn issue than the short-tenn difficulty of an 
intolerable living situation, e.g., recent incestual advances. 
Dealing with sexuality is a long-tenn stressor, while a breakup with a 
boyfriend or girlfriend is a short-tenn stressor. 
Level IV, Personality Characteristics or Traits, are baseline 
issues within the personality makeup of the individual (see Figure 5). 
Self-destructive tendencies is a characteristic possessed by 
individuals for many years, if not a lifetime. This characteristic 
may be operationalized by such long-tenn predisposing experiences as 
drug addiction or remaining in a p<X)r living situation. 
Through extensive pilot testing, we have detennined that there 
may be several stressors at each level with varying importance. 
Primary stressors are of such vital :importance that the resulting 
relapse would not have occurred without their presence. Secondary 
stressors are usually connected in sane way to the primary stressors, 
yet are usually not eventful enough to result in a relapse. For 
example, a primary short-tenn stressor leading to a suicide attenpt 
may be a job loss, and the secondary short-tenn stressor may be 
"broke" - a condition that was the result of the job loss. Tertiary 
events are additional stressors that occurred without any connection 
to the more vulnerable primary or secondary stressors. In the above 
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FIGURE 4 
LEVEL III: IDNG-TERM PRECIPITATING EVENTS 
1. Long-term and subtle medication side-effects. 
2. Medication non-canpliance. 
3. Alcoholic or alcohol dependency. 
4. Drug addiction or dependency. 
5. Separation anxiety - parents or parental substitute. 
6. Separation anxiety - therapist or worker. 
7. Dealing with sexuality. 
8. Developing friendships. 
9. Constant shortage of cash. 
10. Employment anxiety. 
11. Poor living situation. 
12. Responsibility anxiety (over inadequate providing for 
children, etc.). 
13. Longstanding physical ailments. 
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FIGURE 5 
LEVEL IV: PERSCNALITY CHARACTERISTICS OR TRAITS 
1. Unattainable self~expectations or goals. 
2. Minimal stress tolerance or does not tolerate stress 
member surrounds life with. 
3. Self-destructive tendencies. 
4. !):)es not accept responsibility {e.g., external locus of 
control). 
s. !):)es not release or develops symbiotic relationships 
{e.g., is over dependent). 
6. Cenies illness. 
7. !):)es not control impulsiveness {e.g., poor coping 
skills). 
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example, the additional stressor of spraining an ankle may add to the 
individual's burden, but on its own would probably not directly cause 
a relapse. The following two case histories illustrate these 
concepts. 
Case History 1 
In February 1982, Rachel M. was hospitalized for three and 
one-half weeks following a near fatal suicide attempt. Although only 
in her late teens, Rachel had been hospitalized several times for 
similar attempts. Background infonnation related to her 
rehospitalizations includes joining a psychosocial rehabilitation 
agency three months prior to this last episode. Two months later she 
moved into the agency's group hane for young adults. While apparently 
well-liked, Rachel appeared chronically depressed and unsure of her 
acceptance at the agency and her new hane. 
Her father carmitted suicide several years earlier1 the 
anniversary of his death usually triggered a suicide attempt on 
Rachel's part. In addition, she had a hostile and unstable 
relationship with her mother. Yet in spite of this, she was quite 
dependent on the little support her mother could, or would, give to 
her. .Additionally, during this time she feared the loss of her 
sister, who was soon to have an operation. Rachel has a history of 
alcohol dependency and abuse, and was troubled by a constant chortage 
of cash. 
The events leading to her suicide attempt were as follows: 
Rachel received a phone call fran an old friend she met during a 
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previous rehospitalization. 'Ihe caller, a client at the same agency, 
reinforced Rachel's fears - that Rachel was neither accepted or liked 
at the agency or the group hane. Rachel believed this statement. 
Subsequently, after stealing a two-week supply of thorazine fran her 
rocrrmate and turning in her key to the house staff, she locked her 
roan and swallowed the stolen medication. 
Using the model as a guide, these qualitative events and 
situations may be quantified, and a diagram of the dynamics may be 
produced, pinpointing areas of vulnerability. As shown in Figure 6, a 
suicide attempt was the single inmediate precipitating event. 'Ihis 
was the direct result of Rachel's increased, indeed overwhelming, 
feelings of rejection. She was particularly vulnerable to feeling 
rejected, in part because she has constantly received the same 
messages fran her mother, and in part because she feared she would 
soon lose her sister. In addition, her recent move into the group 
hane resulted in certain pressures and expectations, and she has often 
experienced a degree of suicide ideation. 
In Level III terms, Rachel was particularly vulnerable to feeling 
rejected and abandoned, because she never fully separated fran either 
her distant mother or her deceased father. This contributed to her 
perceived difficulty in developing and maintaining friendships. 
For Level IV, Rachel had apparent difficulty in controlling 
impulsiveness. Her emotional ties to her parents stem fran this 
irrnnature behavior. In addition, self-destructive tendencies and 
minimal stress tolerance contributes to her lack of impulse control 
FI<IJRE 6 
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Fran a systems view, it appears that Rachel had not separated 
fran her deceased father or her hostile mother. Their percieved 
rejection made Rachel quick to perceive rejection fran others. Her 
suicide attempt was a result of a build-up of these feelings that 
could no longer be tolerated. 
Case History 2 
Bill L. was a client in his late t'Nenties at the same 
psycho-social rehabilitation center Rachel attended. The events 
leading up to his multiple suicide attempts, however, were of a 
different nature than Rachel's. Bill had always received a great deal 
of sup.i;:x:>rt from his parents, both financially and emotionally. He 
shared with his parents a number of high aspirations for himself, 
centering on attainment of a successful "normal" life. Chief among 
these goals was obtaining and keeping a steady job and a life more 
independent from his parents. 
Since entering the agency, his parents applied increased pressure 
on him to succeed in the program. Bill accepted these goals. Along 
with the increased pressure came an intense fear on Bill's part that 
he would fail. 
After Bill had attended the program for several months, the 
emotional support of his parents began to wear thin. They experienced 
extreme parental burn-out. His constant suicidal threats were 
regarded less seriously. Thus, on the day of Bill's 
rehospitalization, his suicide threats received an uncharacteristic 
reply from his mother. In desperation, she suggested to Bill various 
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methods by which to kill himself. Uncharacteristically also, he 
actually attempted two of these methods. This lead to his inmediate 
rehospitalization. 
For Bill, this rehospitalization lead directly fran his multiple 
suicide attempts (see Figure 7). 'nle attempts lead most importantly 
fran two short-term events: (a) the increased pressure to succeed, 
and (b) change in his relationship with his parents. In addition, 
fear of failure was a short-term issue. 
IXial long-term precipitaing events contributed equally to the 
short-term events: (a) separation anxiety fran his parents, and (b) 
vocational stress. These events stem fran the personality charac-
teristic unattainable expectations. 
Systematically, Bill's suicide attempts sprang fran two sources, 
both of wich were long-term issues that manifested themselves in 
short-term situation. These were (1) an intense dependent 
relationship between Bill and his parents and a subsequent desire to 
decrease the intensity of this relationship, and (2) a great deal of 
pressure to succeed in a job. Towards both goals, Bill and his 
parents moved too quickly, too soon. Their expectations were 
unattainable at the time. The pressure on Bill was too much to bear, 
and his suicide attempts led to a rehospitalization. 
Implications of the Model 
One further question suggested by the model may be posed. Are 
there camton pathways, i.e., will particular Level IV events or Level 
III events lead to particular level II events? 'nlis would appear to 
FIGURE 7 
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make logical sense, perhaps especially for specific populations. For 
example, teenagers who are often rebellious regardless of psychiatric 
history, typically have difficulty separating from their parents and 
vice versa (a Level IV or Level III problem). This often leads to 
heated arguments and other interpersonal stressors. 'Ihis, in turn, 
may lead to acting out behaviors, or suicide gestures, both of which 
are typical adolescent reactions. This is probably one of the most 
ccmnon pathways found in the pilot testing. However, with the limited 
nLUnber of cases, it was difficult to accurately predict further 
specific pathways. Another goal of this study was to explore these 
possibilities. 
METHOD 
Subjects 
The study was conducted at three mental health agencies on the 
Near North and Far North Sides of Chicago between September, 1981 and 
April, 1983. Two types of data were collected: (a) self-report data 
in which subjects described stressors in their lives, and (b) infor-
mant data in which social workers reported stressors in the lives of 
their clients who had experienced a rehospitalization. One of the 
agencies used for data collection was a private psychosocial rehabili-
tation center (PRC); all of the infonnant data, and approximately half 
of the self-report data were collected fran this agency. The remain-
ing self-report data were collected at two Catmunity Mental Health 
agencies (CMH). Informant data were not collected at these two CMH 
agencies for two reasons, (a) the structure of the programs (group 
support versus individual support provided at the PRC) made it diffi-
cult to collect these data without changing daily routines, and (b) 
the investigator already had an established relationship with the PRC, 
minimizing burden that the lengthy data collection process imposed. 
The investigator had no previous relationship with the two CMH organi-
zations, and thus was unwilling to burden these agencies with such 
extensive and time consuming research carmitrnents. 
All three agencies were supported mainly by state, federal, and 
local funds, and offered .lx>th vocational and social rehabilitative 
services through workshops, group placement, and group and individual 
counseling. Clients generally attended for 30 to 40 hours each week, 
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Beginning with the second page were four lists, corresponding to 
the stressors described in the four levels of the rrodel. Thus, List 1 
asked respondents to check off the inmediate precipitating events 
(Level 1) that occurred before the rehospitalization; List 2 asked for 
short-tenn events (Level 2) that occurred before events in List l; 
List 3 asked for long-tenn events (Level 3) that occurred before List 
2; and List 4 asked for personality characteristics or traits (Level 
4) leading to the stressors in List 3. The instructions on page 2 
also requested the respondent to identify important stressors for each 
list with a star (*), and the most important stressor at each level 
with two stars (**). However, subjects were rarely able to distin-
guish the importance of stressors, and so very few identified stres-
sors with stars. In addition, at the end of each list subjects were 
asked to identify the length of the time between the stressors ex-
perienced in two consecutive levels e.g., between Level 1 and rehospi-
talization, or between Level 1 and Level 2. This was to verify the 
implicit "time" element of the model, e.g., the amount of time in 
hours or days between Level 1 and rehospitalization. However, once 
again the subjects rarely responded to these questions. 
Beginning on page 5 of the instrument, questions reflecting 
internal/external locus of control were asked of respondents, e.g., 
the subjects were asked to identify whether "this situation came about 
mostly because of bad luck or fate," versus "this situation came about 
mostly because of me." The continum between the questions, such as 
between "sanewhat because of me" and "mostly because of me," appeared 
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and supported themselves mainly by workshop earnings, Social Security, 
Social Security Disability Insurance, and through funds fran the 
Illinois Department of Rehabilitation Services. Clientele of each 
agency were drawn fran the same population, i.e., individuals who had 
been hospitalized for a psychotic disorder and sought rehabilitation 
services. The reasons why a client might seek the services of the 
psychosocial rehabilitation center (PRC) over the conmunity mental 
health (CMH) agencies may have been due to a number of factors, in-
cluding referral source, financial situation, location, or philoso-
phical differences. Therefore the demographic variables previously 
thought to distinguish between sub-types of this population (e.g., age 
of first hospitalization, or number of previous hospitalizations), 
were evenly distributed among subjects at the three agencies. 
Instruments 
The two data collection instruments used in this study were based 
on the Levels Model. The first questionnaire, Life Stressors leading 
to Rehospitalization or LSRQ (Appendix A) was a direct application of 
the Levels Model. Page one of this instrument listed a series of 
open-ended questions requiring the respondent to describe the stress-
ful events occurring directly before his or her last rehospitali-
zation, and whether sanething could have been done, or was done, to 
make the situation less frustrating. These questions were designed to 
tap internal and external locus of control, as described in the liter-
ature review. 
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too fine or sophisticated for this population. Of the few subjects 
who responded, an acquiesence response set prevailed. 
Finally, on the seventh and last page, demographic questions 
(e.g., age, or number of previous hospitalizations) were asked of the 
respondents. 'Illese questions were intended to substantiate the claim 
that subjects fran the three agencies were equivalent on these vari-
ables. Unfortunately, few subjects responded to these questions. It 
may be speculated that this was due to the frustration produced by the 
questions on page 6, and the subjects therefore gave up on the ques-
tionnaire before canpleting page 7, or perhaps due to a general loss 
of m:>tivation or span of attention. In any case, the data collected 
were sparse. 
'llle second instrument, The Life Stressors (Xlestionnaire (I.SQ) 
(Appendix B), consisted of instructions and questions identical to the 
LSRQ except that "rehospitalization" was changed to "frustrating 
situation." 'llle instructions for List 1 were changed to "'lllis list 
deals with the sudden or drastic events that may have occurred during 
this "frustrating situation." 
Study Lesign 
Three groups of approximately 65 persons each were used for this 
retroactive study. Data fran these groups were intended to determine 
whether: (a) there was a difference in life stressors and perceptions 
of life stressors for clients who were hospitalized and clients who 
were not hospitalized, (b) whether there were differences in life 
stressors reported by clients canpared to life stressors reported for 
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clients by misleading social workers or counselors, and (c) whether 
the Levels Model was a valid approach in identifying precipitating 
events prior to relapse. 
Two groups were randanly selected fran clients currently active in 
the three agencies. One group was administered the Life Stressors 
Leading to Rehospitalization (LSRQ). The other group received the 
Life Stressors Questionnaire (ISQ). Used in canbination, these 
questionnaires were designed to discriminate between rehospitalized 
and non-rehospitalized clients by identifying stressors and percep-
tions of locus of control for stressors present when a crisis situ-
ation was experienced. 
Self-report data may be misleading or inaccurate due to conscious 
or unconscious motives of the individual. For this reason, data on a 
third canparison group were collected. The Life Stressors Leading to 
Rehospitalization Questionnaire was used to collect data by social 
workers or counselors of rehospitalized clients. In monthly staff 
meetings the principal investigator of this project and the social 
workers assessed precipitating events leading to rehospitalizations, 
based on knowledge and clinical insight. In this way, a further 
canparison was made possible with respect to stressors; self reports 
of rehospitalized clients, and social worker reports of rehospitalized 
clients. It is important to note however, that the infonnant group 
was not matched to the self-report rehospitalized group as data fran 
self-report groups were canpletely anonymous. 
These three groups can be diagramned simply (see Figure 8). It 
was hypothesized that significant differences between groups A and B 
FIGURE 8 
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would indicate that life stressors differ between clients who were 
rehospitalized and clients who were not rehospitalized. Any signi-
ficant differences between A and C would be subject to alternative 
interpretations, e.g., there were differences in the instrument or in 
the procedure to collect data, or differences in the perceptions of 
clients and their social workers. 
It must be understood that while this design was retrospective in 
nature, it was beyond the limited scope of this exploratory study to 
produce an elegant prospective design. As reported by Campbell and 
Stanley (1963), while retrospective data are subject to certain memory 
biases, until rigidly controlled experimental designs are executed, 
such data are "precious contributions" (p. 66). 
Procedures 
Infonnant data were collected on 71 rehospitalized clients at 
staff meetings occurring between September 1981 and September 1982. 
At these monthly meetings, rehospitalizations of clients that occurred 
since the last meeting -were discussed. IXlring the data collection 
period, the discussion was altered to confonn to the questions on the 
ISRQ. It was reported by the social \«Jrkers taking part in the study 
that the instrument became a useful clinical tool by structuring these 
reports that were previously casual and unstandardized in nature. 
Data fran the self-report ISRQ and ISQ were collected between 
January 1983 and April 1983. Each of the three agencies regularly 
held "carmunity" meetings, where clients met to discuss further 
directions for the agency, and discuss problems with daily living. 
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This was not group therapy, but merely a group support and decision 
making session. 
At these meetings the project was explained as an attempt to 
identify stressors in the lives of the agency clients. The two 
questionnaires were distributed to clients. Whether an individual 
received one or the other questionnaire was randan. While the social 
workers did not help in the administration of the instrument, they 
ranained present in order to assuage any nervousness on the part of 
the subjects if necessary. Response time varied between 15 minutes 
and one hour. Clients were told that they were not required to 
respond. Approximately 5-10% blank forms were returned fran clients 
who refused to participate. 
RESULTS 
For the data analysis of an exploratory study such as this, 
exceptional planning is required to insure that analyses are logical 
and rational. The basic plan of the analyses, carmon in exploratory 
studies, was to show both divergence and convergence for each research 
question or issue by analyzing the data by several methods. If the 
results of each analytic method show similar trends among the data, 
there is evidence that the pattern of results is valid, consistent, 
and reasonably accurate. However, the reader should be raninded that 
individuals are "vulnerable" to stressors in an idiosyncratic way, and 
~"s is especially true for the psychiatrically disabled. While 
Lueally this study would identify general trends among this 
population, this may not necessarily result. Instead, the data may 
not support any type of general trend. In this study, the stressors 
of the two similar rehospitalized groups were measured by the 
self-report and informant report methods, and therefore would be 
expected to converge toward similar results. The stressors of the 
dissimilar rehospitalized and non-rehospitalized groups were measured 
using the same instrument and would be expected to diverge and be 
dissimilar. Below are outlined the three research questions 
explored in this study, and the methods used for data analysis for 
each question. 
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Organization of Results 
Are there differences in the types of stressors reported by 
rehospitalized and non-hospitalized clients? The first analysis 
method employs tables of crosstabulations that present percentages of 
individuals for whcm the stressor was present for each of the two 
groups. Based on those percentages, Chi square analyses identify 
significant differences between groups for each variable. Certain 
trends can be identified through this series of crosstabulations. For 
the second method, discriminant analysis is used to identify the 
variables that differentiate between these two groups, and to reveal 
how successfully these variables can predict a rehospitalization. 
Finally, qualitative analysis is employed to identify differences 
between the two groups in terms of subjects' perceived control over 
life stressors (e.g, locus of control}. Subjects' qualitative 
reasonings for causes of their rehospitalizations are identified as 
either primarily external or internal locus of control. Chi Square 
analyses indicate whether significant differences are found between 
the perceptions of the two groups. 
Are there differences in the stressors reported by rehospitalized 
clients and those reported by social worker infonnants of rehospi-
talized clients? As in the first question, crosstabulations and 
discriminant analyses were perfonned on these two rehospitalized 
groups. However, because the infonnant data obviously contains no 
self-report qualitative data, qualitative canparisons are not 
possible. 
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Is the Levels Model a a reasonable approach to schematizing 
precipitating events? 'lllere are at least two ways of testing this 
question with the data available. Clearly a factor analysis may 
provide reasonable factors that indicate sane sort of trend or pattern 
across levels (e.g., alcoholism leads to alcohol abuse}. Second, a 
path analysis allows one to diagram the relationships or "paths" 
between indi~idual variables by detennining correlations between each 
variable and every other. TI-le Levels Model postulates that there are 
certain general "paths" among variables (e.g., the "suicidal" path} 
and thus this analysis is an ideal way to test the validity of this 
asslllllption. 
Preliminary Analysis 
Before the results of the above analyses are discussed, it is 
necessary to describe an additional analytic step of importance. As 
noted, all possible precipitating events found in previous studies 
that could cause stress were included in the questionnaire to render 
it a canplete research and clinical tool. However, the investigator 
felt that sane of these variables chosen through prior research may be 
idiosyncratic and not useful in describing the population as a whole. 
A factor analysis would likely indicate those variables that were less 
important in the population. TI1is preliminary factor analysis was 
perf onned using all three groups canbined due to the large number of 
variables relative to the number of subjects. Factors with 
Eigenvalues equal or greater than 1.0 were subjected to varimax 
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rotation. Eighteen factors resulted. Within each factor, variables 
that obtained loadings closest to -1.0 or +l.O relative to other 
variables within the factor were retained in subsequent analyses. 
Eight variables of the total 45 did not clearly fall in any factor and 
consequently were discarded. This elimination process increases the 
chances of finding results with less "noise" in the analyses. One 
should note that although these discarded variables may not be 
important to most subjects, they may be ver:y important stressors to a 
limited number of subjects. The following is presented as a detailed 
description of the results of these varied analyses, and their 
relationship to the research questions. 
Are there differences in the types of stressors reported by 
rehospitalized and non-rehospitalized clients? 
It is reasonable to asst.nne that divergence would be enhanced if 
these two dissimilar groups reported dissimilar stressors. After all, 
the two groups are dissimilar in that they are reporting stressors 
leading to two different events: a rehospitalization or a problem 
situation. If the answer to the above questions is yes, the relative 
importance of these stressors is different for rehospitalized and 
non-rehospitalized subjects. The first analytic step in answering 
this question was to canpare the percentages of subjects in each group 
reporting the various stressors. These results are presented in Table 
2. Accordingly, it is readily evident that the stressor most likely 
to be present for rehospitalized subjects is Inmediate Onset of 
Symptans (50.8%), followed by Being Broke (44.6%), Job Anxiety 
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TABLE 2 
Percentage of Individuals for Whan Stressor is Present 
Self-Report Rehospitalized and Non-Rehospitalized Subjects 
VARIABLE 
Non-
Rehosp. Rehosp. 
(n=61) (n=65) 
n+tEDIATE PREX::IPITATING EVENl'S 
Onset of S~tan.s •••• 50.8% 75,4% 
Abusive Actions •••••• 10.8 11.5 
Public Disturbance ••• 10.8 13.1 
Dru;J Overdose •••••••• 18,5 4,9 
Intoxication.,, •••••• 24,6 6.6 
Abuse Self •••••••.•••• 6.2 8.2 
Attempt Suicide •••••• 27.7 9.8 
Other Inmediate •••••• 21.5 24.8 
SHORI'-TERM EVEN1'S 
Job loss ••••••••••••• 26.2 27,9 
Olange 
Responsibilities ••• 33,8 27.9 
Broke •••.•••••••.•••• 44. 6 41.0 
Olange in 
Relationship ••••••• 29.9 26.2 
VARIABLE 
Non-
Rehosp. Rehosp. 
(n=61) (n=65) 
SHORI'-TERM EVENTS (Continued) 
Change in ni.erapist •• 15,4 16.4 
Charqe in Living 
Situation •••••••••• 33.8 21.3 
Physical Problems •••• 15.4 16.4 
Pressure to Succeed •• 27,7 29.5 
Gradual Symptan.s • , ••• 38 • 5 44.3 
Dru;J Abuse ••••••••••• 13.8 6.6 
Alcohol Abuse •••••••• 10.8 8,2 
Medication Non-
Ccrrpliance ••••••••• 13.8 16.4 
Medication 
Adjustment ••••••••• 16.9 19.7 
Suicide Ideation ••••• 26.2 23.0 
Other Short-Term ••••• 15,4 23.0 
TABLE 2 (Continued) 
Percentage of Individuals for Whan Stressor is Present 
Self-Report Rehospitalized and Non-Rehospitalized Subjects 
Non- Non-
Rehosp. Rehosp. Rehosp. Rehosp. 
VARIABLE (n=61) (n=65) VARIABLE (n=61) (n=65) 
IJ.:N.;-~ EVENTS J:.allG-TERM EVENI'S (Continuear-
separation Anxiety/ Medication Side 
Parents ••••••••..•• 20.0 26.3 Effects •••••••••••• 10.8 14.8 
Separation Anxiety/ Other Long-Term 
lberapist •••••••••• 6.2 18.0 Problems ••••••••••• 15.4 9,8 
sexuality ••••••••••• 27.7 26.2 PE~ITY CHARACTERISTICS 
Develop No Irrq;>ulse Control ••• 29.2 31.1 
Friendships ••••••• 32.3 29.5 
Not Accept 
Cash Shortage ••••••• 40.0 37.7 Responsibility ••••• 29.2 39.3 
Job Anxiety ••••••••• 44.6 42.6 Can't 'Iblerate 
Pressure ••••••••••• 42.6 35.4 
Poor Living 
Situation ••••••••• 35.4 25,9 Deny Illness ••••••••• 27.8 31.1 
Responsibility Unattainable Self-
Anxiety ••••••••••• 26.2 23.0 Expectations ••••••• 23.1 21.3 
Physical Ailments ••• 10.8 9.8 Self-Destructive 
Behavior ••••••••••• 20.0 26.2 
Drug .Addiction ••••••• 6,2 6.6 
Develop Dependency ••• 24.6 26.2 
Alchoholi!lll •••••••••• 9.2 8.2 
Other Personality 
Medication Non- Characteristics ••••• 7.7 14.8 
Ccmpliance •••••••• 16.9 8,2 
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(44.6%), Can't Tolerate Pressure (42.6%), and Constant Cash Shortage 
(40.0%). The remainder of the variables are reported as present by 
less than 40% of subjects. It is also noteworthy to report the 
stressors occurring relatively rarely for rehospitalized subjects. 
Troubles with prescription medications, for instance (e.g., short-term 
Medication Non-Canpliance or Medication Side Effects) only appear to 
be a stressor for 10.8%-16.9% of subjects. 
In reference to Table 2 and non-rehospitalized clients, it appears 
that nearly the identical variables are reported as important 
stressors. Irrrnediate Onset of Symptcms (75.4%), Gradual Onset of 
Symptcms (44.3%), Job Anxiety (42.6%), and Being Broke (41.0%) all are 
reported by over 40% of subjects. Once again, troubles with 
medication are consistently low in percentages relative to other 
stressors. It is also interesting to note a trend for the percentages 
to be higher for the rehospitalized clients than for the 
non-rehospitalized clients for Levels 1, 2, and 3, but lower for Level 
4 personality traits. 
Chi square analyses were used to canpare the tw::> groups with 
respect to individual variables. Of the 46 analyses, three were 
significant; Rapid Onset of Symptcms C~2 = 9.1, 1?. < .01) occurred more 
frequently for the self-report non-rehospitalized subjects, while 
Intoxication cx2 = 8.3, p < .01), and Attempt Suicide (~2 -. 7.4, 1?. < 
.01) occurred more frequently for self-report rehospitalized subjects. 
All three of these significant Chi Square analyses refer to irrmediate 
events: there were no short-term, long-term, or personality variables 
that produced significant differences between the tw::> groups. The 
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reader should note that only those chi square analyses with a 
significance level of .01 are reported. Less stringent levels of 
significance would more likely result in the reporting of chi square 
analyses that were significant due to chance. In total, the two 
groups do not appear to be different based on crosstabulations and chi 
squares alone. After all, only three chi squares were significant to 
the .01 level. At this point, the data do not support the model. 
This study was designed in light of the restrictions and benefits 
of discriminant analysis, a multiple regression technique which 
contrasts groups (in this case, rehospitalized and nonrehospitalized 
patients) on the basis of certain variables (in this case, stressors). 
Using the Wilks method, variables able to discriminate between groups 
were identified according to the overall difference between the 
centroids of each group, and the hanogeneity within groups. Dlus, 
this method tests for maximum differences between groups, and minimum 
differences within groups. Using this criterion, one or more 
functions can be produced that identify the relative importance of 
predictor variables in detennining group membership (rehospitalized 
versus non-rehospitalized). For each function an E:_ ratio is produced 
in order to detennine statistical significance of this function in 
identifying differences between groups. Discriminant analysis also 
yields a classification table which applies the function to individual 
cases. 'lllus one can detennine hCM well the function(s) correctly 
reproduce group membership. 
The 45 closed-ended items on the check list were treated as 
discriminating variables in the analysis to produce the canbination of 
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TABLE 3 
STAN~IZED CANONICAL DISCRIMINANT FUNCTICN COEFFICIENT: 
VARIABLES DISCRIMINATING BETWEEN REH03PITALIZED 
AND NCN-REHOSPITALIZED CLIENTS 
Variable 
IMMEDIATE PRECIPITATING EVENTS 
Onset of Sudden Symptans 
Abusive Actions 
Dri..g Overdose 
Intoxication 
Abuse Self 
Suicide Attempt 
other Imnediate Event 
SHORT-TERM EVENTS 
Frustrating Living Situation 
Physical Problems 
Other Short-Tenn Event 
IDNG-TERM EVENTS 
Separation Anxiety/Therapist 
Responsibility Anxiety 
Dri..g Addiction 
Medication Non-Canpliance 
other Long-Tenn Problem 
Coefficient 
-.45 
-.23 
.52 
.41 
-.21 
.57 
.49 
.33 
-.29 
-.46 
-.43 
-.19 
-.56 
.41 
.34 
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variables rrost often identified by either the self-report 
rehospitalized or the self-report non-rehospitalized subjects. The F 
ratio for self-report rehospitalized and non-rehospitalized groups is 
3.42 (E. < .01). Thus, according to the discriminant analysis there is 
an overall difference between these two groups. Further, this 
significant function accounted for 32% of the variance. As shown in 
Table 3, the variables most able to discriminate between 
rehospitalized and non-rehospitalized groups are: Sudden Onset of 
Symptans (-} , Abusive Actions (-} , Drtg Overdose ( +} , Intoxication ( +} , 
Self Abuse (-}, Suicide Attempt (+), Other Inmediate Event (+}, 
Frustrating Living Situation(+}, Physical Problems (-},Other 
Short-Term Events (-}, Separation Anxiety/'Iherapist (-}, 
Responsibility Anxiety (-}, Drtg Addiction (-},Medication 
Non-Canpliance(+}, and Other Long-Term Problems (+}. A positive sign 
indicates that the rehospitalized sample was more likely to check this 
item, while a negative sign indicates the non-rehospitalized group was 
more likely to check this item. The greater the absolute value of the 
coefficient, the greater the influence of the variable in the 
discriminant function. 
In many instances with discriminant analysis an indication of how 
well the variables predict group membership lies in the classification 
tables. Based on an individual's "score" in terms of the variables in 
the discriminant function, "predictions" are made to each group to 
which he or she "belongs." Thus one can determine if the analysis 
discriminates between groups in a clinically helpful way. For 
example, when a client responds to the LSRQ, the clinician can judge 
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whether the client's stressors are more similar to those associated 
with rehospitalized subjects or to non-rehospitalized subjects. In 
this way, the clinician can predict relapse based on these stressors 
typically associated with rehospitalization. For this analysis, group 
membership was "predicted" correctly in 78.6% of cases (X2=6.87, p < 
- -
.01). 
'Ihe final analysis associated with differences between the 
self-report groups was qualitative. First, responses to the 
open-ended questions were copied onto index cards. Each card was then 
rated independently by two research personnel with regards to internal 
or external locus of control. Raters were not aware of the 
rehospitalization status of the individual. The inter-rater 
reliability coefficient of .87 illustrates excellent agreement. An 
example of an internal response is "I got into an argument with my 
Dad. I could have been less defensive and listened instead." An 
external response might be "Being in grade school my classmates didn't 
like me at all, they ignored me. My classmates could have treated me 
with love. They could have visited me." Because these responses were 
deemed infonnative and stimulating, they are included in their 
entirety in Appendix D. 
Rehospitalized clients gave 78% of external responses canpared to 
non-rehospitalized clients who gave 54% external responses. A chi 
square of 5.82 df=l (£ < .05) resulted frcm the canparison of 
internal/external locus of control and rehospitalization versus 
non-rehospitalization. 'Ihis indicates that subjects who were 
rehospitalized were more likely to view the stressful condition as out 
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of their control, while individuals who were not rehospitalized viewed 
stressors as in their control. 
How well do these analyses answer the original research question? 
At this point the two quantitative analyses do not reflect canplete 
agreement. However this is not entirely surprising; variables found 
to discriminate best between groups are not necessarily the variables 
that are identified most often by subjects. Often the variable very 
few subjects identify is able to discriminate best because it only 
occurs for one group, or for a select number of subjects. 
In addition, shared variance may account for sane of the 
differences found between the two analyses. Discriminant analysis 
identifies variables as discriminating only to the extent that they 
contribute non-redundant or unique variance. For example, Suicide 
Attempt (27.7%) and Suicide Ideation (26.2%) are equally important 
stressors according to Table 2 crosstabulations. However, according 
to Table 3 discriminant function coefficients, Suicide Attempt (.57) 
is an important variable in discriminating between groups. Suicide 
ideation was not found to discriminate between groups. This is 
probably due to the shared variance of these two variables: indi-
viduals who idealize suicide also attempt suicide. Therefore, there 
is nothing to be gained by using both these variables to predict 
rehospitalization. Despite these drawbacks in canparin;J the two types 
of analyses, in the end the discriminant function is able to to 
predict rehospitalization for 78.6% of subjects, signifying good 
predictive qualities. In addition, the qualitative analysis indicates 
that there are significant differences in how rehospitalized and non-
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rehospitalized subjects view causality of their problems. In sLUTI, one 
can conclude that there are sane real differences between the 
rehospitalized and the non-rehospitalized self-report groups, both in 
stressors and rnost importantly, in perception of causality of these 
stressors. 
Are there differences in the types of stressors reported by 
rehospitalized clients and those reported by informants of 
rehospitalzed clients? 
In turning our interest to carparing self-report versus informant 
report data of the two "rehospitalized" groups, one can again find 
sane interesting and significant differences in the crosstabulations. 
In this instance, we might expect to find no differences; the rreasures 
are different, but each group is reporting stressors involved in a 
rehospitalization. However, if there are differences in outcane, 
there must be differences in the knowledge or perspectives of the two 
groups, or rreasurement error, or all three. Looking at Table 4, 
Change in an Important Relationship (60.6%), Other Short-Term Stressor 
(49.3%), Separation Anxiety/ Parents (47.9%), and Developing Dependent 
Relationships (42.3%) each are identified by over 40% of informants as 
important stressors. This differs greatly fran the self-report 
rehospitalized clients. The most frequently mentioned stressors 
reported by clients were Being Broke (44.6%), Having a Constant Cash 
Shortage (40.0%), Job Anxiety (44.6%), and Can't Tolerate Pressure 
(42.6%). Based on crosstabulations, one can find a trend for social 
worker informants to identify interpersonal and dependency issues as 
TABLE 4(Continued) 
Percentage of Individuals for Whan Stressor is Present 
Rehospitalized Clients/Infocnant Group and Self-Report Group 
Self- Self-
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Report Infonnant Report Infonnant 
VARIABLE (n=61) (n=65) VARIABLE (n=61) (n=65) 
LONG-TERM EVENTS UN'i-TERM EVENTS (Continued) 
Separation Anxiety/ Medication Side 
Parents •••••••••••• 20.0 47.9* Effects •••••••••••• 10.8 2.8 
Separation Anxiety/ Other Long-Term 
'Illerapist •••••••••• 6.2 14.1 Problems ••••••••••• 15.4 12.7 
Sexuality ••••••••••• 27.7 14.1 PERSONALITY CHARACTERISTICS 
Develop No Inq;>ulse Control ••• 29.2 36.6 
Friendships ••••••• 32.3 25.4 
Not Accept 
Cash Shortage ••••••• 40.0 18.3* Responsibility ••••• 29.2 31.0 
Job Anxiety ••••••••• 44.6 19.7* Can't Tolerate 
Pressure ••••••••••. 42.6 36.6 
Poor Living 
Situation ••••••••• 35.4 21.1 Deny Illness ••••••••• 27.8 31.0 
Responsibility Unattainable Self-
An.xiety ••••••••••• 26.2 15.5 Expectations ••••••• 23.1 81.0 
Physical Ailrnents ••• 10.8 4.2 Self-Destructive 
Behavior ••••••••.•• 20.0 28.2 
Drug l\ddiction ••••••• 6.2 14.1 
Develop Dependency ••• 24.6 42.3 
Alchoholism •••••••••• 9.2 11.3 
Other Personality 
Medication Non- Characteristics ••••• 7.7 11.3 
Canpliance •••••••• 16.9 22.5 
* p < .01 
TABLE 4 
Percentage of Individuals for Whan Stressor is Present 
Rehospitalized Clients/Informant Group and Self-Report Group 
VARIABLE 
Self-
Report 
(n=61) 
Informant 
(n=71) VARIABLE 
Self-
Report 
(n=61) 
Informant 
(n=71) 
IMMEDIATE PREX:IPITATING EVEN1.'S 
Onset of Symptans •••• 50.8% 21.l* 
Abusive Actions •••••• 10.8 11.3 
Public Disturbance ••• 10.8 13.1 
Drug Overdose •••••••• 18.5 7.0 
Intoxication ••••••••• 24.6 1.4* 
Abuse Self •••••••••••• 6.2 7.0 
Attempt Suicide •••••• 27.7 28.2 
other Inmediate •••••• 21.5 14.1 
SHORI'-TERM EVEN1.'S 
Job loss ••••••••••••• 26.2 1.4* 
Chan;1e 
Responsibilities ••• 33.8 27.9 
Brok.e •••••••••••••••• 44.6 14.1* 
Change in 
Relationship ••••••• 29.9 60.0* 
* p < 0.1 
SHORI'-TERM EVEN1.'S (Continued) 
Change in 'nlerapist •• 15.4 
Chan;1e in Livin;1 
Situation •••••••••• 33.8 
12.7 
14.1* 
Physical Problems •••• 15.4 4.2* 
Pressure to Succeed •• 27,7 25.9 
Gradual Symptans ••••• 38.5 22.s 
Drug Abuse ••••••••••• 13.8 15.S 
Alcohol Abuse •••••••• 10.8 21.1 
Medication Non-
Canpliance ••••••••• 13. 8 
Medication 
32.4 
Adjustment ••••••••• 16.9 16.9 
Suicide Ideation ••••• 26.2 11.3 
other Short-Tet!ll ••••• 15.4 49.3* 
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stressors important to their clients rehospitalizations, while the 
clients themselves view problems as either self oriented (e.g., Job 
Anxiety) or other/envirorunental directed (e.g., Constant Shortage of 
Cash). 
The chi square analyses that statistically canpare those stressors 
reported by subjects and those reported by the social worker 
informants were performed. For 15 of the 45 variables there are 
significant differences between the two groups. Onset of syrnptans (X2 
= 13.5, £ < .01), Intoxication ('!:_2 = 16.5, £ < .01), Job Loss ('!:_2 = 
17.8, £ < .01), Being Broke ('!:_2 = 14.7, E. < .01), (X2 = 7.5, E. < .01), 
Physical Problems ('!:_2 = 8.1, E. < .01), Cash Shortage ('!:_2 = 7.2, £ < 
.01), and Job Anxiety ('!:_2 ; 8.9, E. < .01), were mentioned more 
frequently by the Self-Report Rehospitalized group as important 
stressors, and Change in an Important Relationship (x2 = 12.7, E. < 
2 
.01), other Short-Term Problems (X = 15.7, £ < .01), and Separation 
Anxiety/Therapist (X2 = 11.7, E. < .01), were identified more often by 
social worker informants than clients as important events or issues. 
It should be noted that nine of the 15 variables with significant 
differences are short-term problems, while the other three levels have 
three or fewer significant variables in each. There is also a slight 
trend for more variables to be identified in Levels 1, 2, and 3 than 
for Level 4 personality variables. Finally, it is note worthy that in 
general, clients were also more likely to identify events than were 
informants. 
The discriminant analysis for this question was intended to 
determine whether the method of data collection (self-report versus 
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Table 5 
STANDARDIZED ~NICAL DISCRIMINANT FUNCI'ION COEFFICIENTS: 
VARIABLES DISCRIMINATING BE'IWEEN SELF-REroRr REHOSPITALIZED 
AND SOCIAL IDRKER REroRI' DA.TA FOR REHOSPITALIZED CLIENTS 
Variable 
IMMEDIATE PRECIPITATING EVENTS 
Sudden Onset of Symptans 
Create a Public Disturbance 
Intoxication 
Attempt Suicide 
Other Inmediate Event 
SHORT TERM EVENTS 
Job loss 
Being Broke 
Change in and Important Relationship 
Physical Problems 
Gradual Syrnptans 
Alcohol Abuse 
Medication Non-Canpliance 
Medication Adjustment 
Suicide Ideation 
Other Short-Term Event 
Coefficient 
-.18 
.27 
-.27 
.33 
.24 
-.27 
-.23 
.72 
-.32 
.20 
.16 
.45 
.31 
-.28 
.32 
Table S(Continued) 
Variable 
IDNG TERM EVENI'S 
Separation Anxiety/Parents 
Separation Anxiety/I'herapist 
Dealing with Sexuality 
Developing Friendships 
Cash Shortage 
Poor Living Situation 
Drt.g Addiction 
PERSONALITY CHARACTERIS'l'CS 
No I:rrpulse Control 
Can't Tolerate Pressure 
Unattainable Self-Expectations 
Other Personality Characteristics 
Coefficient 
.18 
.24 
-.34 
-.26 
-.18 
-.23 
.20 
.19 
.37 
.18 
-.15 
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infonnant report) on the same type of individuals resulted in 
different data. This analysis yielded an!:_ of 3.10 df=l (E. < .01). 
Thus, there is a difference between these two "rehospitalized" groups. 
Further, the one discriminant function identified accounted for 67% of 
variance. 1he variables that discriminate between groups in 
canbination are reported in Table 5. Self-report group "membership" . 
is predicted by more frequent mention of: Sudden Onset of Symptans, 
Intoxication, Job Loss, Being Broke, Physical Problems, Suicide 
Ideation, ~aling with Sexuality, ~veloping Friendships, Cash 
Shortage, Poor Living Situation, and Other Personality 
Characteristics. Infonnant report group "membership" is predicted by 
more frequent mention of: Creating a Public Disturbance, Attempting 
Suicide, Other Irrmediate Events, Change in a Relationship, Gradual 
Symptans, Alcohol Abuse, Medication Noncanpliance, Medication 
Adjustment, Other Short-Term Difficulties, Separation Anxiety 
(Parents), Separation Anxiety (Therapist), Drug Addiction, No Impulse 
Control, Can't Tolerate Pressure, Unattainable Self-Expectations, and 
Other Personality Characteristics. 
What can be made of such information? Again, the only definitive 
statement to be made is that the discriminant analysis conf inns the 
results of the crosstabulations; the two groups are obviously dissimi-
lar. As mentioned previously, the most important infonnation gleaned 
fran the discriminant analysis may be the list of discriminating 
variables and the function's subsequent ability to predict group 
membership. For these two groups, the canbination of variables in 
Table 9 is able to predict group membership in 94.0% of cases. The 
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associated chi square is 7.93 df=l (£ < .01). It appears that there 
is a difference depending on data collection method. However, we are 
still left in the uncanfortable position of not knowing the method 
which produces the best predictive data. While the various 
differences in the tYJO data collection procedures or differences in 
perspectives of the tYJO groups may be the reason for this, it may be 
helpful to realize that in a clinical sense changing the social 
workers' perceptions of their client's stressors will not necessarily 
help the client. Yet, perhaps relapse may be prevented by changing 
the clients' perceptions of stressors. Thus, the client data may be 
more useful than social worker informant data in actually helping 
clients remain out of the hospital. 
Is the Levels Model a reasonable approach to schematize precipitating 
events? 
If the answer to the above question is "yes", one would expect 
that each level four variable (e.g., No Impulse Control) leads to a 
level three variable (e.g., Alcoholism), which in turn leads to a 
level tYJO variable (e.g., Alcohol Abuse), which finally ends in a 
level one variable (e.g., Intoxication). Thus we should ideally be 
able to trace rehospitalizations back through all four levels. This 
is the assumption upon which the Levels Model rests. However, this is 
a difficult question to answer, and two analyses in particular, Factor 
Analysis and Path Analysis, may help to determine if the levels model 
is reasonable. According to the model, variables should be followed 
across levels (e.g., alcoholism to alcohol abuse) and not within 
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levels (alcohol abuse to drug abuse), and the factors should reflect 
sane sort of trend.for this cross-levels hypothesis. If this is true, 
it follows that the model is a reasonable approach to schematize 
variables that are associated with each other. 
Since there were simply not enough subjects per group to create 
stable factor structures, all three were canbined for the factor 
analysis. 1his produced 18 factors (accounting for 68.9% of the 
variance), 15 of which are logical and easily identifiable 
"stressor-sets." 1he remaining three appear "confused" and are not 
easily identifiable. Many of these 15 "stressor-sets" are logically 
predictable (e.g., alcoholism leads to alcohol abuse which leads to 
intoxication), and are shown in Table 6. The first factor bears out 
the interpersonal stressors pathway. There are relatively strong 
links between Change in an Important Relationship ( • 71) , Separation 
Anxiety (Parents) (.79), and Developing Dependent Relationships (.60). 
Factor 2, named the Alcohol Factor, bears out the earlier evidence in 
the crosstabulations for a link between Alcoholism and Alcohol Abuse. 
Factor 5 may be named the Symptanology Factor. Again, this factor 
substantiates the earlier prediction and evidence fran the 
crosstabulations that Sudden Onset of Symptans and Gradual Onset of 
Symptans form sane sort of pathway. Factor 11, Drug Overdose, shCMs 
that Drug Addiction and Drug Abuse are linked as suggested by the 
earlier crosstabulations. Factor 4 links Suicide Attempt with Suicide 
Ideation, reflecting the earlier crosstabulations. In Factor 3, 
Medication Non-compliance, there are again strong links in both the 
factor analysis and correlations that connect Short-Term Medication 
Table 6 
Significant Correlations of the Factor Matrix 
Factor I 
1 
2 
3 
4 
5 
6 
8 
10 
11 
12 
13 
14 
15 
Level 4/Personality 
Variables 
Develop Dependent 
Relationships 
Deny Illness 
Unattainable Self-
Expectations ( .58) 
Can't Tolerate 
Pressure ( • 53 ) 
Not .Accepting of 
Responsibilities (.56) 
other Personality 
Characteristics (.54) 
Level 3/Long-Tenn 
Events 
Separation Anxiety 
Parents (.79) 
Alcoholism ( .82) 
Medication 
Noncrnpliance ( • 79) 
Drug Addiction (.72) 
Constant Shortage 
of Cash (.72) 
Job anxiety ( .60) 
Develop Friendships 
(Trouble with) (.53) 
Responsibility 
Anxiety (.56) 
other Short-Tenn 
Events (.46) 
Separation Anxiety 
Therapist (.78) 
Medication Side 
Effects (.52) 
Level 2/Short-Tenn 
Events 
Change in an Inportant 
Relationship (.71) 
Alcohol Abuse ( • 69) 
Medication 
Noncatpliance (.55) 
Suicide Ideation (.74) 
Gradual Onset of 
Synptans (.52) 
Drug Abuse (.68) 
Broke ( .60) 
Drug Overdose (.70) 
other lnloodiate 
Events (.42) 
Change in Therapist (.50) 
Medication 
Adjusbnent (.43) 
Level l/Irmwadiate 
Events 
suicide Attenpt ( .56) 
Sudden Onset of 
Synptans ( .53) 
O'I 
0 
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Noncanpliance, LJ:)ng-Term Medication Noncanpliance and the personality 
characteristic of Denying Illness. The links between these three 
variables make intuitive sense; one would naturally not be motivated 
to take psychotropic medications as prescribed if one denied any 
illness. However, it should be evident that these variables cannot be 
traced over all four levels, but only two or three levels per factor. 
Tilus the factor analysis cannot help us in making definitive 
statements about the validity of the model, but it can readily show 
trends in support of the model. 
Tile second method that was used to determine whether the Levels 
Model is a reasonable approach in schematizing precipitating events 
was Path Analysis. This analysis allows one to diagram the 
relationships or "paths" between individual variables by determining 
correlations between each variable and every other. The Levels Model 
postulates that there are "paths" among variables, thus this analysis 
is an ideal way to test the validity of this assumption. However, the 
reader should be reminded that the data may contain mostly 
idiosyncratic paths, instead of a very few general paths, as members 
of this population are unique in terms of "vulnerability" to 
stressors. 
In actuality, the path analysis is a series of multiple 
regressions. The first step in this study was to take each Level 1 
Inmediate variable and regress it individually onto the variables in 
Level 2 {Short-Term Events). Each variable in Level 2 that was 
significantly correlated with the original Level 1 variable was then 
regressed individually onto the Level 3 LJ:)ng-Term Events. 
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Each Level 3 variable significantly correlated with the Level 2 
variables (that were correlated with the original Level 1 variable} 
was regressed onto the Level 4 (Personality Characteristics} 
variables. Thus beginnin;;J with each original Level 1 variable the 
diagram had the potential to "branch out" to rrore than one variable at 
each subsequent level. These analyses were performed with each of the 
three subject groups for each of the eight imnediate variables. This 
resulted in 124 separate analyses. Path diagrams of each inmediate 
variable with significant paths for each of the three groups are found 
in Appendix c. 
As an example of how carrplicated Path Analysis Diagrams can be, 
observe the number of stressors involved in the first inmediate event 
Rapid Onset of Symptans for each group. For self-report non-
rehospi talized subjects only, one readily finds that only one 
correlation is significant, that of sudden onset of symptans with 
gradual onset of symptans. Self-report rehospitalized subjects 
reported a greater number of stressors. Not only do Sudden Syrnptans 
stem fran Gradual Symptans (.50), but also fran Chan;;Je in an Important 
Relationship (.24). Gradual Symptoms follow Problems with Sexuality 
(.31) and Dependent Relationships (.26). Problems with Sexuality are 
associated with Not Accepting Responsibility (.37} and Deny Illness 
(.31). Job Anxiety is associated with Not Being Able to Tolerate 
Pressure (.44). One can readily see that these correlations are 
predictable according to l()(Jical assumptions only to a limited extent. 
Finally, social worker informants again report Sudden Onset as a 
result of Gradual Onset of Symptans (.32), though the correlation of 
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Sudden Onset of Symptans and Job loss is less predictable {.25). 
Gradual Syrnptans are the result of a lack of Separation Anxiety with 
Parents {-.31), which is predicted by Daveloµnent of Dapendent 
Relationships {.32). Job loss is associated with Cash Shortage {.25) 
and/or Drug Addiction {.29). Finally, Drug Addiction and Cash 
Shortage sterns fran Not Accepting Responsibility {.29 and .26). Once 
again, sana of these correlations might have been expected, but for 
the rrost part they are not highly predictable. Viewing this path 
analysis as typical, it is understandable why it is so difficult to 
interpret these diagrams in any other but descriptive terms. 
"nle reader can readily determine that these paths are not a clear 
validation of the Levels Model. However, they are not unsupportive of 
the Model itself, but perhaps only unsupportive of general or popular 
paths. 
Before turning to the discussion, one additional analysis needs to 
be described. If the Model is valid, it would follow that 
correlations between "neighboring" Levels {e.g., Level 1 and Level 2) 
should be greater than correlations between Levels that are not 
"neighbors" {e.g., Level 1 and Level 3). Thus a sign test was 
utilized. Using the correlation matrix, each time a variable had a 
greater correlation with neighboring variables than with 
non-neighboring variables, it received a "plus" {i.e., it 
substantiated the model}. When a variable had a correlation that was 
greater for non-neighboring variables than for neighboring variables, 
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it received a "minus" (i.e., it disproved the model). Pluses and 
minuses were counted. The Levels r-bdel suggested that more pluses 
than minuses should be fonned. 
Despite the logic of this analysis it proved impossible to carry 
out; there were too many zero order correlations. Thus it would not 
be as supportive of the model as much as it would be supportive of a 
high level of measurement error. Consequently, this analysis was 
dropped frcm the study. 
In conclusion, one can make sane general statements about whether 
the Levels Model is a reasonable approach. Factor analysis does seem 
to indicate that the Levels are reasonable - if not for all four 
Levels, at least for two or three. Path Analysis also indicates that 
the Levels approach may be reasonable. 'nlerefore some evidence was 
presented that can substantiate the model. 
DISCUSSION 
Ole to the exploratory nature of this study, the limitations of 
the research should be considered before discussion of the results. 
It is realistic to present the findings of this study in light of 
these limitations in lieu of the custanary discussion of limitations 
in light of the discussion. 
Limitations 
Biases of the Respondents. Respondents were volunteers and may be 
a different population fran non-volunteers. In this study, a great 
number of respondents displayed paranoid tendencies, and to elicit 
volunteers among a paranoid population is a difficult feat. 'nlerefore 
this sample of volunteers would tend to be even more biased or 
atypical (e.g., more paranoid), resulting in selection bias. 
Biases of the Informant. It is likewise naive to consider the 
social worker infonnants as unbiased. Discussions held with the 
social workers were on a formal information gathering level, and they 
also have their own theories as to why their clients relapse. In 
addition, the rehospitalized clients described occasionally were 
relatively new to the agency. 'nlus, differing arcounts of information 
concerning the lives of the clients were known by the informants at 
the time of their rehospitalization. Again, this may have introduced 
a subtle bias in the research. 
Biases of the Self-Report o.iestionnaire. Al thotgh the self-report 
questionnaires were revised by psychiatric social workers and piloted 
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with several preliminary subjects before data collection, there still 
may have been built-in biases or confusing directions or staterrents. 
Each of the five pilot subjects were questioned at length about the 
instrument, including: (a) were the directions easily understood, (b) 
do you think people Y.'::>Uld mind filling out this questionnaire, (c) did 
filling out the questionnaire cause you distress, (d) do you think 
this questionnaire "makes sense," and (e) do you think filling out 
this questionnaire has helped you. Based on responses to these 
questions, the questionnaire was revised. However, it Y.'::>uld be naive 
to consider the instrument perfected at this point. Indeed, one 
purpose of this exploratory study was to revise the instrument on the 
basis of more extensive data collection. 
Biases in the Methodology. 1here is a threat to valididty that 
was not controlled for in this study, and may have produced an 
additional bias. 1he infonna.nt data was collected over a one year 
period fran September 1981 to September 1982. The self-report data 
collection began in January of 1983 and continued until April 1983. 
This may have introduced history effects into the data. Changes in 
the psychiatrically disabled population fran September 1981 to April 
1983 may have resulted in a different subject population fran the 
beginning of the study to the end. 'lllis is a plausible threat; 
changes in criterion for a psychiatric disability claim for Social 
Security began in early 1981. Social Security Disability payments 
were threatened for a large number of the subjects in this study. 
However this situation ranained only a threat; members of this 
population were rarely disallowed SSDI. Fortunately for this study, 
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most of the threat had diminished by September of 1981, although 
remnants of this may have affected the behavior or perceptions of the 
study subjects. The potential bias of this uncontrollable situation 
may have been further minimized by collecting all self-report and 
informant data at one time. However, the informant data could not be 
collected in less than one year, and the self-report data was col-
lected at the only possible time due to previous cannittments by the 
cooperating agencies and the investigator. Therefore, history rcust be 
regarded as a plausible threat to internal validity. 
Biases in the Levels r-bdel. Perhaps the most important bias is 
that which is built into the Levels Model itself. The Model assumes 
that there are four levels of stressors which affect individuals. The 
design of the clinical/research instrument reflects these asslllilptions. 
Thus, there is the possibility that subjects identified stressors in 
levels because that is the way they were presented. For example, if a 
relapse was believed by a subject to be caused by alcohol, the subject 
was likely to find Intoxication on list 1 (see Appendix A) and iden-
tify that stressor as the primary cause. He or she then proceeded to 
list 2 and found Alcohol Abuse. Again, since the cause of the relapse 
was alcohol, this item is checked also. On list 3 Alcoholism was 
found and subsequently checked off. These may be the valid causes, 
but they may have been checked off merely because they are all 
alcohol-related. Of course, the model was designed with this type of 
"path" in mind. It was assumed, again through intuition and knowledge 
of research and past cases, that alcoholism often is correlated to 
short-tenn alcohol abuse which is subsequently linked to intoxication. 
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The subjects might have "cooperated" with the model because it was the 
"correct" way to respond. 
An additional related bias built in to the model reflects the 
variables identified in the research instrument. As previously 
mentioned, all possible causes leading to relapse were identified in 
order to produce a useful research and clinical tool. However, 
because a choice is "there," the likelihood of that stressor being 
chosen is greater than if it were absent. For example, medication 
side effects, a long-tenn problem, do occur for a number of people who 
take psychotropic medications over many years. Sane of these side 
effects include twitching, glassy eyes, and dry mouths. In addition, 
nearly all psychotropic medication produces drowsiness, even with 
short-tenn usage. The typical subject on medication will likely be 
affected in sane negative way. However, it is such an everyday 
occurrence with most individuals that they hardly notice the side 
effects as a product of the medications or as a problem anymore. 
However, if they are reminded by the item "side effects" on the 
instrument, these individuals are much more likely to recognize this 
as a problem than if they needed to recall these stressors on their 
own. Of course, there are individuals whose side effects are so 
troublesome or blatant that they would identify them as a problem 
whether or not they are reminded of their existence. But it is not 
these individuals who cause the potential biases, it is the fonner 
subjects who need to be "reminded" of their problem. However 
unfortunate this may be, obviously in order to create a useful 
instrument for the exploratory phase sane biases will be present. 
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Another methodological bias possible with this study is 
measurement error, especially with respect to predicting group 
"paths." The two research instruments supplied four checklists 
totaling 45 possible stressors. Such a wide and varied choice would 
tend to encourage idiosyncratic responses. Therefore, the inability 
of this study to identify general paths may be the result of the 
nature of the model. 
Differences in the types of stressors reported by rehospitalized 
and non-rehospitalized clients. The results of the crosstabs, 
discriminant analysis, and qualitative analysis will be discussed in 
this section, in light of the aforementioned limitations. The L3vels 
Model is based upon the assumption that there are relationships anong 
certain variables across the four levels. For example, a significant 
relationship was expected between intoxication, alcohol abuse, and 
alcoholism. The discussion of the crosstabulations may be less 
confusing if this assumption is kept in mind. 
Regarding Table 2, one can readily ascertain that the reason 
subjects give for their own frustrating situation oftentimes is Sudden 
Onset of Symptoms. Across both groups, Suddent Onset of Symptans is 
present in at least 50% of cases. If one looks to the L3vel 2 
stressors, one finds that Gradual Onset of Symptoms is the second most 
identified stressor for rehospitalized groups and is the nnst fre-
quently identified stressor for non-rehospitalized groups. Clearly 
symptanology is a problem of great difficulty anong this psychia-
trically disabled population. .As another example, both groups 
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identify the short-term Being Broke and the 1Dng-Term Constant Cash 
Shortage as a frequently mentioned problan. Thus, there are a few 
predictable trends which support the levels of the model, although in 
sane cases there do not appear to be distinct differences between 
groups. 
Regarding the three significant Chi Square analyses indicating 
differences between the two groups, we may note that rehospitalized 
subjects identify distinct "events" as stressors (i.e., Suicide 
Attempt and Intoxication), while non-rehospitalized subjects identify 
the vague Sudden Onset of Symptans as an important stressor. One 
hypothesis as to these differences between the groups may be that 
rehospitalized clients are better able to pinpoint specific events 
leading to their relapse, while non-rehospitalized clients may be rrore 
likely to experience generalized or vague stressors. 
To determine if there are differences between the two self-report 
groups, discriminant analysis was used. The one function produced 
accounted for 32% of the variance identifying 15 variables able to 
differentiate between the t'WO groups. Because very similar instru-
ments were used for each group, it can be assumed that the groups 
actually experienced different stressor variables. One of the rrost 
important goals of this research was to determine if it is possible to 
predict future rehospitalizations based on stressors. The underlying 
assumption is if we can predict relapse, we may be able to intercede 
in this relapse. However, an important point must be kept in mind. 
The differences between these two groups on the fifteen variables are 
statistically significant, but are they clinically significant? That 
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is, if one knows that drug overdose is an indicator of a possible 
rehospitalization, "WOuld this change clinicians' behavior toward these 
clients? 'lllere just is not a great enough clinical difference for any 
one variable to charge the expectations or behaviors of the clini-
cians. However, if the clinician determined how a client "scored" in 
terms of the absence or presence of all 15 variables in Table 8, re-
hospitalization could be fairly accurately predicted. That is, if the 
stressors experienced by a client began to resemble those TOC>st typi-
cally associated with relapse, the clinician can be alerted to the 
increased probability of rehospitalization. In the end, it is fre-
quently the Discriminant Classification that is a true indication of 
how successfully these variables are able to predict relapse. Accor-
ding to the classification of subjects for self-report rehospitalized 
and non-rehospitalized groups, 78.6% of individuals were correctly 
classified. 
Yet identifying variables associated with relapse is not the only 
knowledge needed to predict relapse. According to Dohrenwend, veiner 
and others,' one also needs to determine the perceptions of these 
stressors. To discover if perceptions do make a difference in whether 
or not a client will be rehospitalized, we turn to qualitative 
analysis. 
For this study, subjects in the t'WO self-report groups answered 
t'WO questions in particular that were important qualitatively. The 
first question for rehospitalized subjects was, "What was the 
frustrating situation that lead to your last hospitalization?" (see 
Appendix D). For the non-rehospitalized subjects the first question 
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was, "What was the last frustrating situation that occurred in your 
life?". The second question for both groups was, "what could have 
been done, either by yourself or saneone else, to make this problem 
less frustrating?" 
For data analysis, responses frClll individual subjects were copied 
onto cards. Responses were then classified into one of the three 
topic areas: (a) indicative of internal locus of control toward the 
situation, (b) indicative of external locus of control toward the 
situation, (c) not classifiable as internal or external locus of 
control. 
Comparing locus of control (internal/external) and the type of 
subject (rehospitalized/non-rehospitalized) yielded a chi-square of 
5.82 df=l Cp < .05). These results pose an interesting point for 
discussion. It appears that rehospitalized subjects are twice as 
likely to perceive their "frustrating situations" as out of their 
control than within their control, while non-rehospitalized subjects 
are as likely to attribute the situation to internal as to external 
factors. 
What are the implications of this finding? From this analysis 
alone, it would appear that rehospitalized individuals perceive events 
as externally controlled, although non-rehospitalized clients do not 
necessarily view these events in this way. But what if the events are 
different for each group? Prior quantitative analyses have indicated 
this to be the case. For example, drug overdose is rrore likely to 
have occurred for rehospitalized clients than for non-rehospitalized 
clients. While one might validly say that the two groups differed in 
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stressors and in perceptions to these stressors, it is impossible to 
propose what stressors are perceptually different for the two groups. 
In other words, is drug overdose really more likely to occur for 
rehospitalized clients, or do these clients perceive a certain action 
(i.e., taking drugs) as an overdose, while non-rehospitalized clients 
perceive this same action as a suicide attempt or as a consequence of 
gradual onset of syrnptans. It was beyond the scope of this explora-
tory research to study perceptions of these individual stressors. 
Despite these ambiguities, the present study does leave us with a 
direction for further research with the Levels Model. In subsequent 
studies it should be possible to zero in on perceptions of each 
individual stressor in order to make more definitive conclusions. 
In sum, we have found that the perceptions of rehospitalized and 
non-rehospitalized subjects do differ: rehospitalized clients are 
twice as likely as non-rehospitalized clients to find the cause of 
their problems due to the external world. Non-rehospitalized subjects 
do not have this tendency. However, the two groups do differ in terms 
of sane of the stressors identified. 
Differences in the types of stressors reported by rehospitalized 
clients and those reported by informants of rehospitalized clients. 
As previously discussed, crosstabulations illustrate several dif-
ferences between these two groups. For example, Being Broke (44.6%) 
is an important issue for self-report respondents, but is relatively 
unimportant according to informants (14.1%). Important issues accor-
ding to infonnants, such as Develop Dependency (42.3%) or Separation 
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Anxiety/Parents (47.9%) are much less important for self-report res-
pondents (24.6% and 20.0% respectfully}. Thus while these cross-
tabulations are quite helpful in predicting possible important 
factors, it is rather difficult to cane to any conclusions regarding 
the validity of the model or the validity of these particular vari-
ables as discriminating between groups. It is difficult to isolate 
trends or paths fran crosstabulations. However, trends fran chi 
squares indicate that rehospitalized clients are more likely to 
identify events as stressors (e.g., change in living situation, 
' intoxication}, while social worker infonnants identify interpersonal 
stressors (e.g., change in a relationship} as precipitants in a 
rehospitalization. In addition, it can be stated that crosstabula-
tions do illustrate differences between these two groups. But are 
these groups as a whole statistically different? We turn to 
discriminant analysis for the answer. 
By selecting only the two rehospitalized groups, self and infor-
rnant report, the researcher found that twenty-eight variables produced 
one function in the discriminant analysis that accounted for 67% of 
the variance between the two groups. The equation generated by these 
variables predicted group membership correctly for 94% of cases. 'llle 
implications of this analysis are canplex. Ole to the differences 
introduced using infonnant versus self-report data collection, or the 
differences introduced by using an imperfect data collection instru-
rnent, or differing perceptions of social workers and clients, infor-
rnation fran these two groups are radically different. 
What caused these differences? In canparing the two self report 
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groups, one could possibly believe that the informants were simply 
"misinformed." That. is, since one could not possibly know another as 
well as one knows oneself, perhaps the social workers simply did not 
have the "extra" knowledge that the subjects had about themselves. 
Then too, the social workers have their own theoretical frame of 
reference fran which they perceive the stressors of their clients. In 
addition, sare clients were relatively new to the agency when they 
were rehospitalized, and therefore the knowledge of the social ~rker 
may have been more superficial or mere conjecture. 
Yet neither can one assume that the subjects were aware of the 
stressors in their lives. Schizophrenics are generally thought of as 
relatively lacking in self-insight. Yet, whatever the reason for this 
discrepancy·, it is obvious that the social worker informants believed 
that their clients have very different problems fran what the clients 
themselves believed. In the end, it is perhaps the beliefs and 
perceptions of the clients that are most important. These beliefs and 
perceptions may be able to be changed and thus a relapse is less 
likely to occur. The beliefs and perceptions of the social ~rker 
infonnant, on the contrary, are much less important to the client and 
less related directly to rehospitalization. 
Based on these two analyses, and keeping the above in mind, it is 
evident that the two rehospitalized groups are significantly dif-
ferent. Thus, differences have been found depending on the data 
collection method or perceptions of the informants and clients. Or is 
the basis of this difference to be found in the model itself? To 
answer this we turn to the next series of analyses. 
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The Levels Model as a reasonable approach to schematizing 
precipitating events. A series of analyses was produced to detennine 
if there is support for the "levels" of the model by substantiating 
the predicted paths. All groups were canbined in this analysis as the 
number of subjects ~r group (n = 65} was not large enough 
proportionate to the number of variables (45} to allow for separate 
analyses by group. 
Using the standard eigenvalue set at less than 1, 18 factors 
resulted. These factors did show a strong tendency to support the 
Levels Model by producing many factors reflecting predicted paths 
(e.g., alcoholism leads to alcohol abuse}. Please again refer to 
Table 6 for a description of fifteen of these supportive factors. 
It is evident that the differing methods illustrated thus far have 
begin to produce similar results. Taken by themselves, each method 
has not produced conclusive evidence for the model. However, taken 
together we can readily see tendencies in the data to support the 
model, at least on the exploratory level. 
Yet the question remains, do these analyses really support the 
"levels" of the model? Or are these correlated levels just rephra-
sings of the same variable? 'Illis is difficult to assess. 'As pre-
viously mentioned, the model itself may encourage this bias by its 
very nature; subjects may have "cooperated" with the model by 
identifying alcohol related stressors at each level, etc. At this 
point, it is impossible to partition out the effects of these "across 
level" variables that were obvious in the instrument. However, this 
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would be an important question to deal with in subsequent studies 
testing the model. 
One further mention of the factor analysis should be made before 
the discussion moves on to path analysis. There may be a question as 
to whether setting eigenvalues at less than 1 for producing the opti-
mal number of the factors is legitimate in all cases. There is sane 
dispute over whether accounting for a certain degree of variance, and 
cutting off the number of factors at this point, is a valid way of 
producing a more stable factor structure accounting for more total 
variance with fewer factors. 
For this purpose, a second factor analysis was performed, limiting 
factors to 11. These factors accounted for 50.9% of the total vari-
ance in the first analysis. By setting factors at n=ll, a slight 
increase in total variance (51.7%} was accounted for. Unfortunately, 
these 11 factors did not produce any logical or predictable paths as 
found in the first analysis. For example, factor 5 linked suicide 
attempt (.39} with alcoholism (.49}. The other 10 factors were 
sirnilarily "confused." Thus. it was determined that the best analysis 
for the purpose of this study was that of the first, 18 factor 
analysis. 
The second analysis concerned with answering this question was 
path analysis. The reader should remember that while the Levels Model 
was designed to identify certain stressor sets associated with rehos-
pi talization, one additional goal of this study was to identify 
general or popular paths among this population. This goal proved to 
be impossible to attain. According to the vulnerability model, all 
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human beings are vulnerable with respect to certain, idiosyncratic 
stressors; this is especially true for the psychiatrically disabled. 
Path analysis is a method used to identify these stressors as they are 
schematized in the Levels Model. Perhaps the presence of so many 
varied idiosyncratic vulnerabilities is what makes interpretation of 
the path analyses difficult. Appendix C with the verbatim lists of 
stressors for self-report rehospitalized and self-report non-rehospi-
talized subjects is an excellent illustration of the variety of stres-
sors experienced by this population. 
It is possible that these individual paths reflecting "vulner-
abilities" may not be analyzable. For example, the quality of the 
rehospitalizations may vary greatly fran person to person. For sane, 
rehospitalization is a frequent, non-significant event. For others, 
it is a rare occurrence of great significance. 'llle anount of depen-
dence on the hospital that individuals feel and the number of rehos-
pitalizations they experience varies greatly. For these reasons, it 
is advisable to trace subjects through several hospitalizations in 
order to detennine the individual's true "vulnerabilities" over time, 
instead of canparing the unique responses to a canplex phenanena by 
differing individuals. A prospective within individual design is a 
tactic that would further explore this issue and will be discussed 
later. 
In general, the path diagrams include a large number of variables 
that had statistically significant correlations. Sane of the cor-
relations between variables are predictable, others are not. Despite 
the apparent confusion this entails, there sanetimes are ccrrrron paths. 
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For example, using Rapid Onset of Symptans as the outcane, self-report 
non-rehospitalized clients identify Gradual Onset of Symptans as the 
only stressor leading to Rapid Onset. Self-report rehospitalized sub-
jects found Gradual Onset of Symptans and Change in an Important Rela-
tionship important stressors leading to Rapid Onset of Symptans. Fur-
therrrore, Troubles with Sexuality, Developing Friends, Cash Shortage, 
Job Anxiety, Not Accepting Responsibilities, Can't Tolerate Pressure, 
Deny Illness, Unattainable Self-Expectations, and Develop Dependent 
Relationships were all seen as important precipitants for the rehos-
pitalized clients. Infonnants reported not only Gradual Symptans, but 
Job Loss, Separation Anxiety/Parents, Cash Shortage, Drug Addiction, 
Not Accepting Responsibilities, and Developing Dependent Relationships 
as important correlates. Presently there is no way in which to can-
pare these paths statistically. It suffices to say that these paths 
are a useful way to illustrate the difference bet-ween the groups and 
the idiosyncracy among individuals. Note again that self-report 
rehospitalized individuals are more likely to identify events as 
precipitants, while social worker infonnants identify interpersonal 
stressors as precipitants. 'lllis difference in perception, when iden-
tified and understood by clinicians, can have an influence on pro-
fessional-client interaction. 
In the future, there are several directions that the path analyses 
may take. When large numbers of subjects can be obtained, perhaps -we 
may see more of a tendency for several paths to be identified, such as 
Alcoholism leading to Alcohol Abuse which leads to Intoxication, or 
Developing Dependent Relationships leading to Separation Anxiety which 
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leads to interpersonal difficulties. Further, the diagrams may be 
divided on other ways, e.g., according to diagnosis types, or serious-
ness of crisis. Thus future replications may be able to test the 
assumptions of the Levels Model further. At this point, we can only 
deal with the data on hand, and illustrate sane practicality of the 
Levels Model. 
Clinical Significance 
The research objectives were geared not only toward the needs and 
perspectives of the researcher, but also towards those of the clini-
cians who will also utilize the data. Clinicians can use the stan-
dardized canonical discriminant function coefficients (Table 8) to 
determine the variables that best predict rehospitalization and Table 
9 coefficients can indicate the differences in perspectives of social 
workers and their clients. Thus mental health professionals may be 
able to predict rehospitalization among their clients before it 
occurs, increasing the probability of intercepting a relapse. 
Clinicians may also find the qualitative analyses (as presented in 
Appendix B) helpful. Armed with the knowledge of the differences in 
perspective between those likely and unlikely to relapse, the mantal 
health professional may help clients to change their perceptions of 
life stressors when it is impossible to change the actual stressors. 
Thus the "learned helplessness" that chronic rehospitalized clients 
fall into can be broken. In addition to the qualitative responses, 
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sane clients included suggestions for improvement in the programs they 
attend. Clinicians will find this helpful in revising old programs or 
developing new programs. 
Conclusions 
As is often the case with exploratory studies, definitive state-
ments are difficult if not impossible to make. It is true that the 
research instruments were exploratory and may have introduced a bias, 
the clients and social worker infonnants may have created their own 
biases based on differing perspectives, and the theoretical assump-
tions built into the Levels Model may have perpetuated certain biases 
indicating to the subject the expected response. Nonetheless, the 
data appear to reflect a number of important findio;;is. 
In general, there does not appear to be conclusive evidence that 
the Level Model is valid across the four levels. However, there is 
evidence that several variables are associated with certain "paths" 
across more than one level. For example, Alcoholism and Alcohol Abuse 
have repeatedly been shown to covary. Suicide Attempt and Suicide 
Ideation; Sudden Onset of Symptans with Gradual Onset of Syrnptan.s; 
Change in Relationship with Separation Anxiety; and Short- and LJ::>ng-
Tenn Medication Noncanpliance with Denying Illness have all been shown 
to be related. Therefore, a more "limited" Levels Model, perhaps 
tracing variable paths over only two or three levels has been indi-
cated. 
The following conclusions have been drawn: 
{a) There are significant differences between the two self-report 
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groups (rehospitalized versus non-rehospitalized) using Chi 
Square analyses, discriminant analysis, and qualitative 
analysis of the clients' perceptions of locus of control for 
stressors. This is an excellent indication that the two 
groups do experience (a) different stressors and (b) dif-
ferent perspectives of the causes for their stress. 
(b) There are significant differences between the two rehospi-
talized groups (self-report and infonnant report). 'Illis 
indicates that the psychiatrically disabled subjects and the 
social worker infonnants perceive the stressors involved in 
rehospitalization differently. Whether this is due to Social 
Worker lack concerning knowledge of their clients, the cli-
ents' lack of insight, a difference of frame of reference 
between the two groups, or differences in data collection 
procedures is unknown. 
(c) Evidence for the four levels of the model appears limited, 
though suggestive for two or three levels. In addition, sane 
variables appear to be related, e.g., suicide attempt with 
suicide ideation. The Path Diagrams are an excellent method 
by which to illustrate the model, although not necessarily 
useful statistically. 
l\bst of these data are not surprising, such investigators as 
VEiner (1972, 1979), Dohrenwend (1978), Brown, (1974), and Zubin and 
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Spring (1977) have suggested that there are differences in stressors 
and attributions of these stressors between individuals experiencing 
psychotic episodes, and individuals not experiencing such episodes. 
D::>hrenwend (1978) found that it is the interaction of the environ-
mental forces or stressors and the individual's characteristics (e.g., 
ability to use social supports or attributions of control) that 
determine whether a psychotic experience will occur. Zubin and Spring 
(1977) further suggest that each of us are psychiatrically "vulner-
able" to certain specific stressors. Weiner (1979) sees the inter-
action of the environment and psychological forces as an application 
of attribution theory. Accordingly, the disturbed individual is more 
likely to regard stressors as uncontrollable, unstable and external, 
whether or not this is appropriate. 'TI"lis study has provided addi-
tional information in this regard; the link between envirornnental 
stressors and the personal attribution of control possessed by the 
individual has been strengthened. 
Implications of the findings. To sum these findings and produce 
recanmendations for clincians is a difficult matter. While we can 
make statements about the differences in the stressors social workers 
and subjects identify with rehospitalization, we are not particularly 
sure about who may be right in this regard. But we can point out to 
clinicians that this difference does exist. The ramifications for 
clinical practice could be very useful. It would be useful for the 
clinician to understand the differences in perceptions of stressors 
between professionals and clients. But it would be most clinically 
significant if the social workers can help clients change their 
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perspectives on the cause of their relapses, e.g., to help them 
realize that they can exert sane control over the stressors in their 
lives. 
Certainly there are differences between the two self-report 
groups. Assuming the data are valid, we can make statements about 
those variables that appear to differentiate between the two. How-
ever, another matter canplicates any simplistic statement about these 
variables. This is the matter of the perceptions of the subjects. We 
know that in general the rehospitalized group sees stressors as exter-
nally caused, while the non~rehospitalized groups sees stressors as 
internally caused, and this must be taken into account when one tries 
to predict relapse. However, we do not know hCM individual stressors 
are viewed with respect to locus of control, e.g., each group may view 
the same event differently. The rehospitalized group may blame ano-
ther individual, while the non-rehospitalized group may blame them-
selves. Of course, we may not knCM which perceptions are the most 
accurate. This leads us to suggest further research that may par-
tition these perceptions. 
There are several other issues that may be addressed in further 
research. It should be evident that the subjects had sane difficulty 
in canpleting the fonns, especially the last two sections in attri-
bution and demographics. It did not appear that subjects had dif-
ficulty canpleting the qualitative questions or identifying the 
stressors on the four lists provided. Perhaps to collect data on the 
more difficult or sophisticated data (i.e., attribution) another 
methodology could be utilized. For example, in lieu of a question-
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naire, perhaps one-to-one interviews would enable subjects to better 
understand and carmunicate information. 
Revising the data collection instruments (e.g., removing variables 
with little use, or clarifying instructions) Y.Quld also enable sub-
jects to provide better information. 'As for the qualitative data, by 
refining questions and including additional questions, several issues 
other than locus of control can be addressed to cope with the diver-
sity of responses. As an example, it may be possible to gauge the 
seriousness of stressors. After all, it seems apparent that self-
abuse is more serious than having a therapist leave on vacation. How-
ever, this is not necessarily the case. An individual may regularly 
abuse his or her self by slashing the arms with a knife or other sharp 
object, and not necessarily think that this is a serious event. How-
ever, this individual may perceive a therapist going on vacation as a 
ver:y serious event. 'lllerefore, perhaps it would not be appropriate 
for the rater to impose sane "seriousness" rating on stressful events. 
Another rating system that may be used in subsequent research is 
to categorize stressors into "types," e.g., interpersonal or physical. 
For the current study, the questions were not phrased in such a way as 
to encourage this type of response. Referring to Appendix D, it 
should be evident that there are many such responses as: "Wearing 
glasses ever:y day. Talk to saneone," or "IX>ing the dishes, this 
caused stress. Have saneone else do them," that could be classified 
in two categories. In subsequent research, an open-ended question may 
be developed to tap this type of categorization, but this was impos-
sible with the data obtained fran the current study. 
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As mentioned previously, a future tactic for testing the levels 
l'-k>del is a prospective "within individual" design. In this type of 
design the stressors in the individual's life, and the individual's 
responses to these stressors can be measured in a time-series manner 
across time. One such design would include the collection of stressor 
data monthly. The high recidivism rate of this population insures 
that many subjects would becane rehospitalized during the study. 
Measuring stressors and perceptions of stressors on a monthly basis 
would enable the investigator to determine if the stressors, or 
perceptions of stressors, change directly before a rehospitalization 
occurs. ~pending on the length of the study, individuals may even be 
followed for several rehospitalizations. This would enable the 
investigator to determine more stable paths for individuals (i.e., 
determine the individual's "vulnerabilities" to certain stressors that 
occur time and again). 
There are several methods that could be used to collect this data, 
each with benefits and drawbacks. The problems with the current 
study, e.g., subjects misinterpreting instructions, and being "re-
minded" of stressors, could be minimized by the use of a face-to-face 
interview, or an open-ended questionnaire. However, demand charac-
teristics would be a potential problem using interviews, and inter-
pretation would be a problem with open-ended questionnaires. Another 
strategy would be to revise the two questionnaires based on improve-
ments suggested by the current study, e.g., less canplex directions, 
making the "Levels" less obvious, and giving fewer stressors as 
choices. Any design would involve trade-offs of course, but a repli-
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cation would further refine this theory of canplex, idiosyncratic 
behaviors and situations. 
In sum, it should be noted that although this present study is 
exploratory in nature, it resulted in a number of .i.rrq;x)rtant findings 
and a solid new direction for further research. 'lllough the study was 
subjected to several potential biases, and dealt with an area of 
research that is difficult and often produces uninterpretable results, 
it overcame many of these difficulties, and produced solid impli-
cations for clinical practice with the psychiatrically disabled. 
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APPENDIX A 
LIFE STRESSORS LEADING TO REHOSPITALIZATIOO QUESTIONNAIRE 
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~.STRESS ORS IEADL'iG TO REP.OSPITALizATIO?S 
Think back for a moment about the la.st problem or stressful event that 
was especially :frustrating. Thl.s should be something that lead to your 
la.st rehpspita.l.1za.t1on. 
What was this :problem or stressi'ul event?-------------
What lead up to :t.h1s problem or stressful event ? Did 1 t. begin suddenly 
or slowly ? For how long were you :fi'ustra.ted or stressed because o:t 1:.his e 
Why was this problem or stressf'ul event particula.rily :f'r..istrating ? __ 
\'bat could have been done, either by yourseli' or so?lleone else, to make this 
problem less frustrating?--------------------
W-na.t 'h"as done to :make this problem less :frustra.t.i?Jg ? 
How did you feel about this problem 'h'hile it was occu:rl:'ing ? 
*'*'*** When you've th=oughly explored this. stress:i'u.J. event, tu:n the pe.ge **4 
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Followir.g a.re 4 lists of causes er precipitating eve:;ts that may have 
occ-..ir.red during this frustra.ting experience. Scee of these events were 
~ lllporta.nt in n:ak.1ng this problem or·&t.ressi'ul event so :f'rustrating 
that you were hospitalized, while some of them occurred., b".rt were not 
especially important, 
For exa.mple, you may be very depressed. because you lost yciur job, and 
this can, of course, be very frustrating, However, a.t the same time 
you may have sp..'"&ined your wrist. This is very stressful too, e.nd adds to 
your :f'rustra.tion, but your job loss is really the~ of your depression. 
I:f' there is oore than one cause that you ca: identif:r in each list (re:nember, 
there are 4 lists) mark the most important causes 'h'i th a star ( * ) and 
the number 1 cause w1 th 2 stars ( - ) , 
UST 1 
'l'h~s list deals with the sudden or dn.stic events that may have occurred 
immediately prior to your rehospitallza.tion. This list may not apply 
to everyone; if it does not· apply in yotir situation, please 'hTite the most 
drastic event that ocCU%'red during this frustrating time in the "other" 
category. 
Immediately bei'ore your rehoE.pitallzation, did you 1 
(please check) have an onset of anxiety, depression or symptoms ? 
act violently or abusive towards others or towards 
objects (such as slap someone or break a 'llilldow) ? 
act out in public so as to ca.use a public disturbance 
{such as arguing or fighting in the streets) ? 
overdose on drugs ? 
become intoxicated from alcohol ? 
deliberately injure or abuse you...""Seli' {such as dxiving 
dangerously or making yourself vol:!it) ? 
attempt suicide or make a deliberate suicidal gesture ? 
other (specify)--------------
How long was it between the most important event in list 1 and 
your rehuspitallzation ? (:f'or eX&J:1ple, you ove:z:d.oaed 
on drugs and you were hospitalized i1111Uediately) 
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I.JET 2 
This list deals with short-term problems or events that :cia.y han been 
the~ of the drastic event on th<· :first list. Fo:::- exar.1ple. a 
job loss you check off in this list ua.y have been the ca.use of depression 
you identified on the first list. 
During this frustrating experience. did you : 
(please check) lose your job 
receive new responsibilities or lose :responsibiliti86 
you like and ca.~ handle (at work or at home) ? 
experience "broke" or unus'Ual financial dli'.ficulties ? 
have a change in an important relationshiF (such &S 
you lost your boy/girlfriend or your parents moved) ? 
have a change in a the:rapist or counselor. or your 
therapist/counselor went away on vacation ? 
expe:rience an inadequia.te or frustrating living situa.tio: 
(you were kicked out of home. etc.) ? 
have a:ny physical problems (broke your leg. etc.)? 
receive unusual pressure to succeed vocationally (such 
as others or yourself !eel you should find a job) ? 
:feel yourself gradually becoltir.g depressed• 8J".xious 
or feel symptoms begin ? 
use non-prescription drugs more than you are accustomed 
use more alcohol than you are accustomed ? 
take your prescription drugs other tha:n prescribed. 
(take too much or too little) ? 
begin, with your doctor's approval• to adjust your 
prescription medications ? 
begin to think a.l:nut suicide ? 
other (specli'y) 
~~~~~~~~~~~~~~~~ 
hbout how long ~'Cl.s it between the most icporta.~t event in list 1 and the 
oost important event in list 2 ? (for example, 3 days 
e.:f'ter you were laid o"!'f from your job you became depressed) 
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This list deals with the~-~ problems or stressful events that made 
this situa.tion trustra.ting. 
TlESe problems are r 
(please check) anxiety a.bout losing your parents or parental substitute. 
anxiety about losing your therapist/counselor. 
dea.lillg with sexua.J.ity (such a.s you :feel you don't 
ha:adle sexual ma.tters a.ppropria.tely~ • 
developing frieDdships (such a.s you feel that no one 
likes you. or you're a.fra.id to ma.ke friends, etc.). 
a constant shortage of ca.sh. 
a.nXiety about getting or/a:nd keeping a job. 
poor.living situation (unhappiness about a living 
situation, crowded living situation, etc.), 
a.mdety about your responsibilities (such as not being 
able to -provide a.df;:qua.tely for your child.:ren, not 
beir.g a.ble to pay your bills, etc.). 
longstanding pi".ysical ailments (art1'.ritis or ulcers, etc, 
drug addiction or dependency, 
alcoholism or alcohol dependency, 
ta.ld.ng medication other than prescribed. by your 
doctor (too 11n1ch or t.oo little), 
long-term and subtle .side effects of your prescribed 
medication. 
other {specify)-------------
About how long wa.s it between the most important event in list 2 and the 
most im:pQrla.nt.event in list 3? (for exa!r.I'le, its 
been 6 months since you've become anxious about keeping your job, a.Di 
then you lost your job) 
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LIS'!' 4 
This la.st list dea.ls 'h"ith long-term proble.cs or parts o:f your persoll&llty 
that ma.Jee wha.t ha.s happened in previous lists especially :rrustrating, 
These are 1 
(pleaae check) not bei:ag.&ble to control 1l!lpulsiveness (such as 
quitting your job 1:f you begin to :feel tense or 
Wlha.PP1, without rea.l.ly thinking out the consequences), 
not being able to accept responsibility (such a.s 
feeling that others are to bl&ma for most of your 
troubles, or believing that nothing ca.n be done 
a.bout your troubles, 
not being able to tolerate pressure (such as leaving 
y~ur job 1:f you feel you can't handle presslire). 
denying that you have any problems (when you do). 
having una.tta.ina.ble self-expectations (believing you 
will be successful doing a job that ir.a.kes you feel 
stressed, and that you're not good a.t, a.."ld. being 
unhappy thay you are not able to succeed at it). 
having self-destructive tendencies (just when things 
are going right, you lose your temper, or do something 
to :ruin what you've accomplished). 
developing sy?.lbiotic or highly dependent rela.tions.~ips 
with someone else. 
other (specliy) -------------
About how long 'WaS it between the most important event 1."l liS't. '.3 and the 
most ilnpor'"..ant event in list 4 ? (for example, y~u have 
not been able to tolera.te pressure on the job for the past 10 years, and 
then six months ago you became especially anxious about keeping your job, 
three days ago you lost your job, a.r..d. now you're feeling d.epressed, 
1. 
2. 
J. 
4. 
5. 
6. 
?. 
8. 
9, 
10. 
11. 
12. 
1,3. 
14. 
1s. 
16. 
17. 
18. 
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Finally, in thinking about this frustrating situation L, general, please 
check ~ or DISAGREE for each of the follo~"ing 1 
DISAGREE 
This situation came about. mostly because of .!!!!..:. 
This situation came about somewhat because of !.!• 
This situation came about mostly because of someone else. 
This situation came about somewhat because of someone else. 
This situation came a.bout mostly because of bad ~ or fate. 
This situation ca.me a.bout somewhat because of bad luck or :fate. 
This situation was ca.used. mostly because of constant, stable, 
or permanent reasons. 
This situation was caused somewhat because of constant, stable, 
or permanent reasons. 
This situation was ca.used. mostly because of temporary or 
changing ru.sons, 
This situation was caused somewhat because of tem"OOrary or 
changing reasons. 
It would be easy :for me to avoid this situation in the future, 
It would be moderately easy for me to avoid this situation 
in the future. 
It would be mod.e..""atelY difficult for me to a.void this 
situa.tion in the future. 
It would be difficult for me to avoid this si tuation..1.n 
the future. --
This situation was mostly controlled by ~· 
This situation was somewhat. controlled by !.!• 
This situation was mostly controlled. by someone or something else 
This situation was sowewhat controlled by someone or 
something else. 
19. How much control do you feel Z2l:!. had of the situation ? ------------
20. Did anyone else have control of this situation?---------------
If so, who had control of this situation?-------------------
In what ~'2.Y did they have control of the situation?--------------
21. "t/hat could Z2l:!. have done to ~ control of the situa.tion ? ----------
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1. Are you 1 
(please check) ma.le female 
2. What is your age ?. 
J, What team are you on ? 
4, How long have you been at nie Thresholds ? 
S. What is the hie;hest grade level you have completed in school ? 
6. How many times have you been hospitalized ? 
7. How many til!!es in the past year have you been hosp,. tallzed ? __ _ 
8. At what age were you first hospitall.,..fd ? 
9. 'What is the date o:r your last hospitallza:tion ? 
10. How long did this hospitalization last ? -----
Tna."lk you :f"or your responses. Ycur time a.."ld help are greatly appreciated, 
APPENDIX B 
LIFE STRESSORS QUESTIONNAIRE 
Think back for a moment about the la.st problem or stross:f"ul event th4t 
wa.s especially :frustrating, This should be something that did ~ lead 
to a rehospi't.2.llza.tion, -
What ~-a.s this problem or stressful event ? 
-------
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What leod up to this problem or stress:f'ul event ? Did it begin zuddenly 
or slowly ? For how long were you :frustrated or stressed. because of this event ? 
~by was this problem or stre~sful event particula.rily frustrating ? 
What could have been done, either by yourself or someor:e else, to make this 
problem less frust:rating? ---------------------
~'hat was done to ma.ke this problem less :f'rustrating ? 
How did you feel about this problem while it was occurring ? 
*"***'* When you've throughly explored this str~ssful event, turn the page ***'*"* 
Following are 4 lists of causes or :precipitating events that may have 
occurred. durir.g this frustrating experience, Some of these events were 
~ i~portant in ma.kir.g this problem or stressful event even more 
frustrating, i.tiile some of them occux:red., but were not especially important. 
For example, you may be very depressed. because you lost your job, and 
this can, o:t eourse, be ve:ry frustrating, However, at the same tim. you 
may have sprained your wrist. This is very stressful too, and adds ;.o your 
frustration, but your job loss is really the ~ of your ~epression. 
If' there is more than one ca.use that you can identify in ea.ch list (remember, 
there are 4 lists) mark the most important ca.uses with a star ( * ) and 
the number 1 ca.use with 2 stars ( *'* ) , 
LIST 1 
This list deals with the sUL1den or drastic events that may have occu_..-red 
during this frustrating experience. This list lllB.Y not apply to everyone; 
if it does not apply in yot.:r situation, please write the most drastic event 
that occurred. during this frustrating time in the "other" category, 
Du:P.ng t."iis frustrating situation, did you 1 
(please check) have an onset of anxiety, depression or SYJ??ptoms ? 
act violently or abusive towards others or towards 
objects (such as slap someone or break a window ) ? 
a.ct out in public so as to cs.use a public disturbance 
(such as arguing or fighting in the streets) ? 
overdose on drugs ? 
become intoxicated. from alcohol ? 
deliberately injure or abuse yourself' (such as driving 
dangerously or ma.king yourself' vomit) ? 
attempt suicide or r.a.ke a delibe:r~te suicidal gesture ? 
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UST 2 
T'nis list deals with shorl-term proble:r.s or events that 112y have been 
the ~ of the drastic event on the first list, For exar.ple, a 
job loss you check off 1n this list r:ay have been the ca.use of depression 
you identified on the first list. 
During this frustrating experience, d1d you 1 
(please check) lose your job 
receive new responsibilities or lose responsibilities 
you like &nd ca.n handle (at );Ork or at home) ? 
experience ''broke" or unusual financial d.if':f'iculties ? 
have a c:hange_in an important relationship (such as 
you lost your boy/girlfriend or your parents moved.) ? 
have a change in a therapist or counselor. or your 
therapist/counselor went away on vacation ? 
experience an inad&qua.te or f'rustra.ting living situatic 
{you were kicked out of home, etc.) ? 
have any physical problems (broke your leg, etc.) ? 
receive tinusua.l pressure to succeed vocationally (suc.'1 
as others or yourself feel you s..'1oul.d i'i.:1d a job) ? 
:feel yourself gradually becor..ing depressed, a.nr.ious 
or feel symptoms begin ? 
use non-prescription drJgs more than you are accustomed 
use lhOre alcohol than you are accustomed. ? 
take your prescription drugs other than prescribed 
(take too much or too 11 ttle) ? 
begin, with your doctor's approval, to adjust your 
prescription medications ? 
begin to think al:out suicide ? 
other (specify) ---------------
About how long was it between the moat il:iport.a..~t event in list 1 and the 
most important event in list 2 ? (for example, J days 
after you were laid off from your job you became depressed.) 
LIST 3 
'Ibis list a~is with the long-~ problems or stressful events that ma.de 
this situation frustrating, 
nase proble:ns are : 
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(please check) anxiety a.bout losing your parents or pa.rental EUbstitute 
anxiety a.bout losing you:r therapist/counselor, 
dealing with sexua.lity (such as you feel you don't 
ha.ndl.e sexual ir.a.tters appropriately J , 
developing friend.ships (such as you feel that no one 
likes you, or you're afraid to ma.ke friends, etc,), 
a constant shor..a.ge of cash. 
a.nXiety about getting or/SZlfi keepir.g a job. 
poor.living situation (unhappiness about a living 
situa.ti9n, crowded. living situation, etc,), 
anxiety about your responsibilities (such as not being 
able to Jlt'OVide adequately for your children, not 
being able to pay your bills, etc,), 
longstanding physica.l ailn1e:rts (arthritis or ulcers, etc 
drug addiction or depen:iency, 
alcoholism or alcohol dependency, 
ta.king medication other than prescribed by your 
doctor (too much or too little), 
long-term e.nd subtle side effects of your prescribed. 
medication. 
other (specify) 
About how long "WaS it between the most important event 1r1 list 2 and the 
most important event in list J ? (for example, its 
been 6 months since you've become anxious about keeping your job, am 
then you lost your job) 
LIST 4 
This last list deals with long-term problems or parts of your persona.lity 
that make ntiat has happened in previous lists especially frustrating. 
These are 1 
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(please check) not being able to control impulsiveness (such as 
quitting your job if you begin to :feel tense or 
unhappy, without really thinklllg out the consequences), 
not being able to accept responsibility (such as 
:feeling that others a.re to blame :for most of your 
troubles, or believing that nothing can be done 
about your troubles. 
not being able to tolerate pressure (such as leaving 
y~UJ", job if you :feel you can't hand.le p:::essilre). 
denying that you have any problems (when you do). 
having una.tta1na.ble sel:f-expectatior..s (believing you 
~rill be succes·s:rul doing a job that 1ra.kes you :feel 
stressed, and that you're not good at, a.r.d being 
unhappy thay you a.re not able to succeed at it). 
having seli'-destructive ~end.encies (just when things 
are going right, you lose your temper, or do something 
to ruin what you've accomplished), · 
developing symbiotic or highly dependent relationships 
with someone else. 
other (specify)--------------
About how long was it between the most important event in list 3 and the 
most important event in list 4 ? (for example, you have 
not been able to tolerate pressure on the job for the pa.st 10 years,· and 
then six months a.go you became especially anxious about keeping your job, 
three days a.go you lost your job, and now you're :feeling depressed, . 
1. 
2. 
.). 
4. 
.s. 
6. 
7, 
8. 
9, 
10. 
11. 
12. 
1.). 
14. 
1:s. 
16. 
17. 
18. 
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Fina.lly, 1n thinking about this frustrating situation L, general, please 
check ~ or DlSAGREE for each of the folloi."il:lg 1 
DlSAGilEE 
This situation came about.mostly because of~ 
This situation came about some'What because of ~· 
fbis situation came about mostly because of someone .tl!!, • 
This situation came about some'What because of someone else. 
This situation came about mostly because of bad luck or ~· 
This situation came about some'What because of~~ or fate. 
This situation was caused mostly because of constant, stable, 
or permanent reasons. 
This situation was caused somewhat because of constant, stable, 
or permanent reasons, 
This situation was caused mostly because of tempora.ry or 
changing re.a.sons. 
This situation was caused some'Whst because of tem"DOrar:y or 
changing reasons. 
It would be easy for me to ~this situation 1n the future. 
It would be moderately easy for me to ~ this situation 
1n the future, 
It would be lllOderately di:f'ficult for me to ~ this 
situation 1n the future. 
It would be difficult for me to avoid this situation..in 
the future. -
This situation was mostly controlled by.!!.• 
Thia situation was somewhat. controlled by~· 
Thia situation was mostly controlled by someone or somethins else 
This situation was sopie'What controlled. by someone or 
something else. 
19. How i:mch control do you feel~ had of the situation?------------
20, Did anyone els• have control of this situation?---------------
If so, 'Who had control of this situation?------------------
In 'What i."&y did they have control of the situation?-------------
21. "li'hat could ~ have done to ~ control of the situa.tion ? ----------
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1. J..re you I 
(please check) male female 
2. lr.'hat is your age ? . 
J, What te&111 are you on ? 
4. How long have you been at 1'le 'l'hreaholda ? 
5. What is the highest grade level you have completed in school ? 
6. How ma.ny times h&ve you been hospi t&llzed ? 
7. How many tilces in the put year have you been hos¢ t&llz«i ? __ _ 
8. At what age were you f'1rat hospitall.,c ? 
9. ' What is the date o:t' your la.st hosp1tallza:t1on ? 
10, How long did this hospita.liza.tion last ? -----
TnL.'lk you for your responses. Ycur time a.."ld help are greatly apprecia.ted, 
APPENDIX C 
PATH ANALYSIS DIAGRAMS 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Responsibilities 
PERSONJ 
Can't Tolerate 
Preaaure 
PERSON4 
Deny Illnau 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Onset of Symptoms/Self-Report Non-Rehospitalized 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep An:dety/Parenta 
LONG2. 
Sep Anxiety/Tberapiltt 
LONGJ 
Troubles w/Sexuality 
LONG4 
Develop Friendship• 
LONGS 
Cash Shortage 
LONG6 
Job Anxiety 
LONG7 
Poor Living Situation 
LONGS 
Reaponaibility Anxiety 
LONG9 
Phvsical Ailments 
LONGlO 
Drug Addiction 
LONGll 
Alcoholism 
LONG12 
Medication Noncompliance 
LONG13 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVENTS 
SHORTl 
Job Losa 
SHORT3 
Being Broke 
SHORT4 
Change Impt llela 
SHORTS 
Change Therapiat 
SHORT7 
Physical Probe 
SHOllT9 
Gradual Symptoaa 
SHOllTlO 
Drug Abuae 
SHOllTll 
Alcohol Abuse 
SHORT12 
Med Noncompliance 
SHORT13 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORT IS 
Other 
LEVEL 1 
DIMEDIATE PRECIPITATI~ 
EVENTS 
IHMl!Dl 
Onaet of Symptoms 
DIMED2 
Violent Actions 
DIMEDJ 
Create a Diaturbance 
DIMED4 
Drug Overdose 
DIMED7 
Suicide Attempt 
IHMl!D8 
Other 
I-' 
0 
-...] 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
PERSON] 
Can't Tolerate 
Pressure 
PERSON4 
PERSONS 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Onset of Symptoms/Self-Report Rehospitalized 
LEVEL l 
LONG-TERM EVENTS 
LOllGl 
Sep Anxiety/Parents 
LOllG2 
Sap Anxiety/Therapht 
Troubles w/Sexuslity 
LOllG4 
Develop Friendships 
LONG7 
Poor Living Situation 
LONGS 
Reaponaibility Anxiety 
LONG9 
Phyaical Ailments 
LONGlO 
Drug Addiction 
LONGll 
Alcoholism 
LONG12 
Medication Noncompliance 
LONGll 
Medication Side Effecta 
LEVEL 2 
SHORT-TERM EVENTS 
SHORTl 
Job Lo88 
SHORT3 
Being Broke 
SHORT4 
Change Impt 
SHORTS 
Change Thaupiat 
SHORTlO 
Drug Abuse 
SHOii.TH 
Alcohol Abuse 
SHORT12 
Med Noncompliance 
SHORT13 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORTlS 
Other 
LEVEL 1 
DIHEDIATE PRECIPITATIK 
EVENTS 
IHHEDl 
Symptoms 
DIHl!ll2 
Violent Actions 
DIHEDl 
Create a Diaturbance 
DIHl!ll4 
Drug Overdose 
DIHED7 
Suicide Attempt 
DIHEDB 
Other 
....... 
0 
co 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Pl!RSON4 
Deny Illneu 
PERSONS 
Unattainable 
Self-Expectations 
Pl!RSON7 
Develop Dependent 
Relationship• 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Onset of Symptoms/Informant of Rehospitalized Clients 
LEVEL J 
LONG-TERM l!VEllTS 
LONCl 
Sep Anxiety/Parents 
LONG5 
Cesh Shortage 
LONC6 
Job Anxiaty 
LONC7 
Poor Living 
LONClO 
Drug Addiction 
LONCll 
Alcohol111111 
LONC12 
Medication Noncompliance 
LONClJ 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVEJrfS 
SHORTl 
Job Loali 
SHORT4 
Change lmpt Rela 
SHORTS 
Change Therapist 
SHORTlO 
Drug Abuaa 
SHORTll 
Alcohol Abuse 
SHORT12 
Med Noncompliance 
SHOB.TlJ 
Med Adjuatment 
SHORT14 
Suicide Ideation 
SHORT15 
Other 
LEVEL l 
IMMEDIATE PRECIPITATI~ 
EVEJrfS 
IMMEDl 
Onset of Symptoms 
IMMED2 
Violent Actions 
IMMEDJ 
Create a Diaturbance 
IMMED4 
Drug overdose 
IMMl!D7 
Suicide Attempt 
IMMEDB 
Other 
LEVEL 4 
PERSONALITY TRAITS 
PERSON3 
Cao' t Tolerate 
Pressure 
PERSON4 
Deny Illnaea 
PERSON.5 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relatiooshipa 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Violent Actions/Self-Report Non-Rehospital!zed 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep Anxiety /Parents 
LONGl 
Troubles w/Sexuality 
LONG4 
Develop Priendshipa 
LONG.5 
Caah Shortage 
LONG6 
Job Anxiety 
LONG7 
Poor Living Situation 
LONG8 
Respoodbility Anxiety 
LONG9 
Physical Ailments 
LONGlO 
Drug Addiction 
LONGll 
Alcohol1S11 
LONG12 
Medication Noncompliance 
LONGll 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVENTS 
SHORTl 
Job Loaa 
SHORT3 
Being Broke 
SHORT4 
Change Impt B.ela 
LEVEL l 
IHHEDIATE PRECIPITATIN 
EVENTS 
IMMEDl 
Onset of Symptoms 
SHORT.5 IMMED2 
Change Therapiat 37 Violent Actions 
SHORT7 . ~ 
Phyaical Probe 
SHORT9 
Gradual Symptoma 
SHORTlO 
Drug Abuse 
SHOB.Tll 
Alcohol Abuae 
SHORT12 
Med Noncompliance 
SHORT13 
Med Adjustment 
SHOB.Tl4 
Suicide Ideation 
SHORTl.5 
Other 
IHMBD3 
Create a Diaturbaoce 
IMMED4 
Drug Overdose 
IMMED7 
Suicide Attempt 
IHHl!DB 
Other 
PATH ANALYSIS DIAGRAM 
Violent Actions/Self-Report Rehospitalized 
LEVEL 4 
PERSONALITY TRAITS 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep Anxiety/Parents 
PERSON2 LONG2 . 
Not Acceptin~ Sep Anxiety/Therapht ResponaibilitiH • 31 
LONG3 
Tro11blea w/Saxuality 
LONG4 
Develop Frienda 
LONGS 
Cash Shortage 
LONG6 
LEVEL 2 
SHORT-TERM EVENTS 
SHORTl 
Job Losa 
SHORT3 
Being Broke 
SHOllT4 
Change lmpt llela 
LEVEL 1 
IMMl!DIATE PRECIPITATIN 
EVENTS 
IMMl!Dl 
Onset of Symptoms 
SHORTS IMMl!D2 
Chaoge Therapiat .~3 Violent Actions 
SHOllT7 ~-;77; Physical Probe • -
IMMl!D3 
SHOllT9 Create a Diat11rbance 
Job Anxiety -----...:.~:..:.-,."-..:::::.Gradual SymptOlla 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSON& 
LONG7 
Poor Living Situation 
LONG8 
LONG9 
Physical Ailments 
LONGlO 
Drug Addiction 
LONGll 
Alcoholism 
Other _______ ._2_1 ____ ~· LONG12 
Medication Noncompliance 
LONG13 
Medication Side Effects 
SHORTlO 
Drug Abuae 
SHORTll 
Alcohol Abuse 
SHORT12 
Med Nonc01Dpliance 
SHORT13 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORT15 
Other 
IMMl!D4 
Drug Overdose 
IMMl!D7 
Suicide Attempt 
IHMEDB 
Other 
PATH ANALYSIS DIAGRAM 
Violent Actions/Informant of Rehospitalized Clients 
LBVIL 4 LEVEL 3 LEVEL 2 LEVEL l 
PERSONALITY TRAITS I.OHO-TERM EVENTS SHORT-TERM EVENTS IMMEDIATE PRECIPITATI~ 
EVENTS 
LONGl SHORTl 
Sep Anxiety/Pennta Job LOH 
PERSON2 LONG2. SHORT3 IMMEDl Not Accepting Sep Anxiety/Tberapht. Onset of Symptoms Responsibilities 
LONG3 SHORT4 
Troubles v/Sexuality Change Impt llela 
SHORTS DIHED2 
Pressure Change Thuapiat Violent Actions 
SHORT7 
Physical Proba 
IMHED3 PERSON4 LONG6 SHORT9 Create a Diaturbance Deny Illneaa Job Anxiety Gradual Symptoma 
LONG7 SHORTlO Poor Living Drug Abuse IMHED4 PERSONS Drug Overdose Unattainable LONGS SHOllTll Self-Expectations Alcohol Abuse 
LONG9 SHOllT12 IMMED7 Physical Ailm Med Noncompliance Suicide Attempt PERSON7 
Develop Dependent LONGlO SHORT13 Relationships Drug Addiction Med Adjuatment 
IMMED8 
LONGll SHORT14 Other 
Alcoholism Suicide Ideation PERSONS 
Other LONGl2 SHORT IS 
Medication Noncompliance Other 
LONGl3 
Medication Side Effects 
....... 
....... 
tv 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Responsibilities 
PERSON] 
Can't Tolerate 
Pressure 
PERSON4 
Deny IllnaH 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Create a Disturbance/Informant of Rehospitalized Clients 
LEVEL 3 
LONG-TERM EVENTS 
LEVEL 2 
SHORT-TERM EVENTS 
LONGl SHORTl 
Sep Anxiety/Parents Job Losa 
LONG2 ~ SHORT3 
Sep Anxiety/Therapillt .3$ Being Broke 
LONG3 SHORT4 
Troubles w/Sexuality Change Impt Rela 
LEVEL 1 
IMMEDIATE PRECIPITATI~ 
EVENTS 
IMMEDl 
Onset of Symptoms 
LONG4 
Develop Friendships 
LONGS 
Cash Shortage 
SHORTS ~ DIMED2 Change Thnapia S Violent 
SHORT7 
Physical Prob& · 
IMMED3 
Actions 
LONG6 
Job Anxiety 
LONG7 
Poor Living Situation 
LONGlO 
Drug Addiction 
LONGU 
Alcoholism 
LONG12 
Medication Noncompliance 
LONG13 
Medication Side Effects 
SHORT9 
Gradual Symptoms 
SHORTlO 
Drug Abuse 
SHORTll 
Alcohol Abuoe 
SHORT12 
Med Noncompliance 
SHORT13 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORTlS 
Other 
Creata a Disturbance 
IMMED4 
Drug Overdose 
DIMED7 
Suicide Attempt 
IMMEDB 
Other 
PATH ANALYSIS DIAGRAM 
Drug Overdose/Self-Report Non-Rehospitalized 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Responsibilities 
PERSONJ 
PERSON4 
Deny Illne .. 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep Anxiety /Parents 
LONG2 
Sep Anxiety/Therapht 
LONG3 
Troublea v/Sexuality 
LONG4 
Develop Friendships 
LONGS 
Caah Shortage 
LONG6 
Job Anxiety 
LONG7 
LONG9 
Physical Ailments 
Develop Dependent ·'lb LONGlO 
Relationah~is Drug Addiction 
- 2$' LONG!l 
· Alcoholism 
PERSONS 
Other .35" LONG12 
Medication Noncompliance 
LONGll 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVENTS 
SHORTl 
Job LOH 
SHORTJ 
Being Broke 
SHORT4 
Change Impt Rela 
SHORT5 
Change TheHpiat 
SHORT7 
Physical Proba 
SHORT9 
Gradual Symptoca 
SHORTlO 
LEVEL l 
IMMEDIATE PRECIPITATIN 
EVENTS 
IMMEDl 
Onset of Symptoms 
IMHED2 
Violent Actions 
DIHEDJ 
Create a Disturbance 
Drug Abuse IMHED4 
!~!!!~Abuse 0.71 Drug Overdose SHORT12 / / D!HED7 Med Noncompliance -.¥3 Suicide Attempt SHORTll 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORTlS 
Other 
D!HEDB 
Other 
LEVEL 4 
PERSONALITY TllAITS 
PERSON2 
Not Accepting 
Responsibilities 
PERSON4 
Deny Illnau 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Drug Overdose/Self-Report Rehospitalized 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep Anxiety /Parents 
LONG2. 
Sep Anxiety/Therapist 
LONG3 
Troubles w/Sexuality 
LONG4 
Develop Friendships 
LONGS 
Cash Shortage 
LONG6 
Job Anxiety 
LOllG7 
Poor Living Situation 
LONGS 
LONG9 
Physical Ailment 
LOllGlO 
Drug Addiction 
LONGll 
Alcoholism 
LONG13 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVENTS 
. SHORTl 
Job Losa 
SHORT) 
Being Broke 
SHORT4 
Change llllpt Rela 
SHORTS 
LBVEL 1 
DIMEDIATE PllECIPITATIK 
EVENTS 
DIMEDl 
Onset of Symptoms 
DIHED2 
Change Therapist Violent Actions 
SHORT9 • 35 =! a Diaturbence ::~:I~al Probe~ 
Gradual Sympto•• 
SHORTlO 
Drug Abuse l1fKl!ll4 
SHORTll 
Alcohol Abuse 
SHORT12 
Med Noncompliance 
SHORT13 
Med Adjustment 
SHORT14 
Suicide Ideation 
SHORTlS 
Other 
Drug Overdose 
IMMED7 
Suicide Attempt 
IMMED8 
Other 
....... 
....... 
U1 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Reaponsibilitiea 
PEllSONl 
Can't Tolarata 
Preasure 
PEllSON4 
Deny Illna1a 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Suicide Attempt/Self-Report Non-Rehospitalized 
LEVEL 3 
LONG-TERM EVENTS 
LONGl 
Sep Andety /Parents 
LONG2. 
Sep Andety/Therapht 
LONGl 
Troubles w/Sexuality 
LONG4 
Develop Priend1hipa 
LONGS 
Caah Shortage 
LONG6 
Job Anxiety 
LONG7 
Poor Living Situation 
LONGll 
:Ucoholiam 
LONG12 
Medication Noncompliance 
LONGll 
Medication Side Effects 
LEVEL 2 
SHORT-TERM EVENTS 
. SHORTl 
Job LoH 
SHORT3 
Being Brolta 
SHORT4 
Change Impt B.ela 
SHORTS 
Change Ther·api8t 
SHORT7 
Physical Prob1 
SHOB.T9 
Gradual Syaptom1 
SHORTlO 
Drug Abuee 
SHORTll 
LEVEL l 
IMMEDIATE PRECIPITATIN 
EVENTS 
lMHl!Dl 
Onset of Symptoms 
DIHl!D2 
Violent Actions 
IMIWl3 
Craata a Di1turbance 
IMMBD4 
Drug Overdose 
Alcohol Abuse - • :1. 7 
SHORT12 ~IMMl!D7 
Med Noncomplian/,e Suicide Attempt 
SHORTll 
Med Adj uatment • (. I IMMBDB 
SHOR.Tl 4 Other 
Suicide Ideation 
SHORTlS 
Other 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Responsibilities .. 7 ~ 
PERSON3 
Can't Tolerate 
Preaaure 
Pl!RSON4 
Deny lllnaH 
PERSONS 
Unattainable 
Self-Expectations 
Pl!RSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Suicide Attempt/Self-Report Rehospitalized 
LEVEL 3 
LONG-TERM IM!NTS 
LONGl 
Sep Anxiety /Parente 
LONG2 
Sep Anxiety/Therapht 
LONG3 
Troublea w/Sexuality 
LONG6 
Job Anxiety 
LONG7 
Poor Living 
LONGS 
Responsibility Anxiety 
LEVEL 2 
SHORT-TERM EVENTS 
SHt'lRTl 
Job Losa 
SHORT3 
Being Broke 
SHORT4 
Change Impt llela 
SHORTS 
Change Therapist 
SHOllT7 
Physical Probs 
SHOllT9 
Gradual &)1111ptoma 
SHOllTlO 
Drug Abuse 
SHOllTll 
Alcohol Abuse 
LONG9 SHOllT12 
LEVEL 1 
DIMEDIATE PRECIPITATIK 
EVENTS 
DIMEDl 
Onset of Symptoms 
DIMED2 
Violent Actions 
IMMED3 
Create a Diaturbance 
DIMED4 
Drug Overdose 
DIMED7 
;;;;:~:.~~···~ ~ ;;;.;;;::::::-~ 
LONGll ~SllOllT14 
Suicide Attempt 
DIMEDB 
Other 
Alcoholism ~Suicide Ideation 
LONG12 
Medication Noncompliance 
LONG13 
Medication Side Effects 
SHOllTlS 
Other 
...... 
...... 
-...) 
PATH ANALYSIS DIAGRAM 
Other Inunediate Events/Self-Report Non-Rehospitalized 
LEVEL 4 
PERSONALITY TRAITS 
L1VEL 3 
LONG-TEBM EVENTS 
LONGl 
,3.l. Sep Anxiety/Parente 
P!RSON2 ~ LONG2 :· . .. 
Not Accepting ~ Sep Anxiety/Tberapht 
lleeponaibilitiea 
P!RSON3 
Can't Tolerate 
Pre•aura 
PU.SON4 
Deny Ill.Dau 
P!RSOllS 
Unattainable 
Self-E>tpectatiolUI 
P!RSON7 
Develop Dependent 
Relationabipa 
P!llSON8 
Other 
· LONG3 
Trouble• w/Sexuality 
LONG4 
Develop Friendahipa 
LONGS 
Caah S"'!rtaga 
1DNG6 
Job Anxiaty 
1DNG7 
Poor Livin1 Situation 
LONG9 
Physical AilJaanta 
LONGlO 
Drug Addiction 
LONGll 
Alco"'!li811 
LONGl2 
Medication NoncDlllpliance 
LONGU 
Medication Side Effects 
LEVEL 2 
SHORT-TEBM l!Vl!NTS 
. SHORTl 
Job Lose 
SHORT3 
Being Brok• 
SHORT4 
Change Impt Rela 
SHORTS 
Change Tharapiat 
SHORT7 
Phyaical Proba 
SHORT13 
LEVEL l 
DIMl!DIATE PRECIPITATIN 
EVENTS 
IMM!Dl 
Onaet of Symptoms 
IMM!D2 
Violent Actiona 
DIH!Dl 
Create a Diaturbanca 
IHHl!D4 
Drug Ovardoae 
DIMl!D7 
Suicide Attempt 
• 31 
Med Adjuataent 
DIH!D8 
SHORT14~· , 5e. Other 
Suicide Ideation 
SHORTlS 
Other 
...... 
...... 
co 
PATH ANALYSIS DIAGRAM 
Other Immediate Event/Self-Report Rehospitalized 
LEVEL 4 
PERSONALITY TRAITS 
LEVEL l 
LONG-TERM EVENTS 
LONGl 
Sep Am<iety/Parents 
PERSON2 LONG2 
Not Ac~epting Sep Anxiety/Therapiat 
Responsibiliti.........._____ _37 ~LONGl 
Troubles w/Sexuality 
PERSONl 
LEVEL 2 
SHORT-TERM EVENTS 
. SHORTl 
Job Loas 
SHOR Tl 
Being Broke 
SHORT4 
Change Imp t I.ala 
SHORTS 
Change Ther-apiat 
SHOB.T7 
Physical Probe 
Pl!RSON4 SHORT9 
---.l.------~_;;:::Gradual &ympto•• 
PERSONS 
Unattainable 
Self-Expectations 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Poor Living Situation 
LONGS 
Reaponaibility Anxiety 
LONG9 
Physical Ailments 
LONGlO 
Drug Addiction 
Alcohol111111 
Other ------------- LONG12 Medication Noncompliance 
LONGll 
Medication Side Effects 
·3'1 
SHORTll 
Med Adjustment 
SHORTlS 
Other 
LEVEL l 
IMMEDIATE PREClPlTATI~ 
EVENTS 
lMMEDl 
Oneet of Symptoms 
DIMl!D2 
Violent Actions 
Dll!Elll 
Craate a Disturbance 
IMMED4 
Drug Overdose 
IMHED7 
Suicide Attempt 
IMMEDS 
Other 
I-' 
I-' 
1...0 
LEVEL 4 
PERSONALITY TRAITS 
PERSON2 
Not Accepting 
Responsibilities 
PERSON) 
PERSON4 
Deny lllnau 
PERSONS 
Unattainable 
Self-Expectatione 
PERSON7 
Develop Dependent 
Relationships 
PERSONS 
Other 
PATH ANALYSIS DIAGRAM 
Other Inunediate Event/Informant of Rehospitalized Clients 
Ll!Vl!L 3 
~M EVENTS 
LEVEL 2 
SHORT-TERM EVENTS 
LCNGl SHORTl 
Sep Anxiety/Parents Job Losa 
WNG2: ·• ~3~-SHORT3 
Sep Arutiety/Therapht. Being Broke 
LONGJ SHORT4 . 
Troubles w/Sexuality hange Impt Rela 
LONG4 
Develop Friendships -: 37 
LONGS 
Cash Shortage 
LONG6 
Job Anxiety 
LONG7 
Poor Living 
LONGS 
SHORTlO 
Drug Abuse 
SHORTll 
LEVEL l 
IMMEDIATE PRECIPITATIN 
EVENTS 
IMMBDl 
Onset of Symptoms 
IMMBD2 
Viillent Actions 
IMMBDJ 
Create a Disturbance 
IMMBD4 
Drug Overdose 
lcohOl Abuse~ "-\ 
SHORT12 . _ -----...: IHHED7 
LONGlO 
LDHGll 
Alcoholism 
LONG12 
Medication Noncompliance 
LONG13 
Medication Side Effects 
Med Noncompliance Suicide Attempt 
SHOB.Tll / ' Med Adjustment · 
1HMED8 
SHORT14 Other 
Suicide Ideation 
SHORT IS 
Other 
APPENDIX D 
QUALITATIVE RES:roNSES 
NON-REHCSPITALIZED 
Internal Locus of Control: 
1117 I 30,m 
"couldn't control myself and couldn't find a job" 
"I could have been stronger" 
1120, 28,f 
"I had an argument with my mother" 
122 
"I could have droved to a halfway house or sanething guess" 
1122, 23,f 
"The problem was that I couldn't decide whether or not to 
approach a person in a crowd at a basketball game who I 
thought was my brother" 
"I could have confronted this person" 
1116, 37 ,m 
"to decide what would bring the most confidence in the 
future" 
"resolution was fanned in the support of friends" 
1103, 19,f 
"a friendship involving sex" 
"could have been open, straight, and direct" 
1105, 20,m 
"stop smoking for a month" 
"giving up and not doing it anynore" 
1107 I 30,m 
"I might have gotten beat-up" 
"avoided the person" 
1111, 20,m 
"!'vbving back into my hane after my 2nd hospitalization" 
"I could have talked to my mother, or vice-versa about my 
situation" 
1154, 18,m 
"My mother died" 
"Crying or having saooones shoulder to cry on." 
123 
1155, 20,rn 
"I got into an argument with my Dad" 
"I could have been less defensive and listened instead" 
1156, 18,rn 
"Being with social or mental rejects at a special show. A 
black boy tired to h~urt me. I should have bought a weap:>n 
and hurt him" 
"I should have spoke up" 
1159, 20,rn 
"Being in a large group of people, being expected to 
participate and feeling unable to do so. A fight resulted 
between myself and another member. It was so typical of 
the problems I was having on the "outside" dealing with 
people in general" 
"Being able to take time off and relax. Talking about my 
problems with a social worker. Planning ways to provide 
"temporary escapes" fran such situations." 
2102, 52,f 
"expecting saneone hane and not there" 
"forgot about it" 
2105, 35,rn 
"I gained 30 pounds of weight" 
"I could have had my personal life better organized" 
1163, 23,f 
"I had to go to court to see if I could get social security" 
"prepare before court hearing" 
3103, 38,rn 
"Severe depression. Continuous failure" 
"I could have occupied myself in an interesting activity" 
3107, 45,rn 
"I was lost in an unfamiliar city - St. Louis. At a church 
function slowly the alcohol took effect. I didn't know 
south fran east" 
"I was not so bashful and asked a rnanber of the congregation 
to drive me hane" 
124 
3101, 31,m 
3105, 
"Almost lost my father last Christmas ( 82) he had breast 
cancer" 
"Maybe if I knew how to deal with death" 
"At present a bundle of things. Change of school, site and 
schedules, change or loss of nearly all my friends through 
big arguents, loss of medication, food, and $" 
"I could have asked for food fran this or sane other social 
organization. The arguments etc. were eithin groups of 
organizations elsewhere and they sort a made the conflict." 
3102, 49 
"16 went into Natl Gard was in a car axdint than quit high 
school whan 22 years got "sick" It darnirmench my braine." 
"Maditson and discuss problems" 
1162, 29,m 
"I was in my apartment and I could not stop looking out the 
window. I make me paranoid" 
"I took a prolixin" 
2109, 55, m 
"Ran out of rooney" 
"work in a part-time job" 
2101, 49,m 
"cigarettes burn on good coat" 
"stopped snnking on windy days" 
2111, 28,m 
"when I went to see the cubs first game it rains and I didn't 
get to see them play. I was frustrated all night" 
"I could go in the men's washroan to stay warm. I was 
freezing" 
External Locus of Control 
1158, 20,m 
"my g ir !friend broke up with me." 
"because I thought that I was in love" 
125 
2112, 26,f 
"nervous breakdown" 
"frustrating if you forget to take medicine" 
3108, 42,m 
"I drove my car in the fog, hit a tree and broke my knee cap. 
Because I was out of 'W'Ork for 8 weeks" 
"Should have listened to my friend" 
1161, 21,m 
"my girlfriend left me" 
"there was nothing I could do to change her mind. It's still 
frustrating" 
1152, 30,m 
1112 
"lifting a vacuum cleaner, and feeling without balance or 
mobility (result) almost falling over" 
"I got angry at the fact that one of the staff members at 
where I live said I was talking condenscendingly to another 
resident who is illiterate" 
"The staff at where I live shouldn't have made a major issue 
out of this" 
1114, 26,m 
"IX>ing the dishes, this caused stress" 
"Have saneone else do them" 
1115, 27,f 
"I was very nervous when I was taking medication sanetime 
after I stated to take my medicine" 
"To have saneone to talk to about why I 'W'Orried alot" 
1118, 36,m 
"loss of job" 
"switch· to another job" 
1119, 27,m 
"wearing glasses everyday" 
"talk to saneone" 
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1121, 32,m 
"problem with SS and problems looking for work and being 
unemployed" 
"the mistake could have been corrected earlier with SS" 
1123, 34,m 
"Christmas with my family was very stressful" 
"they went hane" 
1124, 35,f 
"Being laid off fran my job at the end of May, 1982" 
"I don't think that there was anything that I or anyone else 
(except possibly for Reagan) to "solve" the problem of 
inflation" 
1101, 21,f 
"Ending a relationship" 
"To have been able to talk al:x>ut it" 
1102, 23,m 
1104 
"Going back to college" 
"Don't go back to college" 
"I couldn't find a job and I was board to death. I was very 
lonely and depressed" 
"nothing really" 
1106, 18,m 
"I was threatened by an older person and I was scared for my 
other relatives" 
"call the police" 
1109, 22,m 
"going back on the bus fran Thresholds my first day. While 
still in the hospital" 
"They gave me sane valium" 
1150, 22,m 
"I hear voices saying that my children and I will be killed" 
"I went on medication" 
127 
1153, 28,m 
"Starting at Thresholds" 
"Convince me that the program at Thresholds is actually for 
my benefit" 
1157, 20,m 
"fanily fight and really frustrated with other people" 
"to help me fight my problems" 
2115, 26,m 
"Getting along with other people. I had a fight with aobut 3 
people at the nursing hane. Thats bad news" "I fought the 
last person. He talked about how his race was so nuch 
better" 
"I thought there was nothing could solve this problem" 
2107, 50,f 
"When I didn't get m;y dogentin and I was so nervous I 
couldn't work cause I shook so much" 
"my Dr. told me my cogentin their I just had to ask for it" 
2104, 23,m 
"When I have to wait in line. It bothers me and I don't have 
patients" 
"I might have to wait years until that improves" 
1166, 32 
"r.k:>ving to York House, I couldn't find papers or personal 
possessions." 
"We could have labelled the boxes" 
1165, 28,m 
"My pa says I stink. It was frustrating because he says I 
don't use enough water and I do" 
"I told him I use water. I told him I pass gas." 
1164, 35,m 
"Living on my own at YMCA, being away fran hane" 
"Lived on my own at earlier age" 
128 
3104, 38,f 
"I attempted suicide because I had been rejected for Social 
Security Disability benefits that were due to me because of 
the fact that I am a erebral Palsy Spastic handicapped 
person. 
"If scrneone would have taken the time to sit down with me aoo 
canpletely explain the Social Security system to me" 
3106, 20,m 
"Being in grade school my classmates didn't like me at all, 
they ignored me" 
"My classmates could have treated me with love. could have 
visited me" 
Unclassified 
1113, 34,m 
"Gotted ripped off on a dope deal" 
"Honor" 
1108, 31,f 
"Family therapy sessions, I felt I was regressing" 
1151, 22,m 
"An argument with my psychiatrist." 
"Persevered - we both saw the stressful points" 
2103, 34,m 
"looking for a job in 1980" 
2110, 22,f 
"I was fired and ran out of medication" 
2202 
"A fire in hotel roan" 
"r-bve to a new hotel. Couldn't manage rent and food" 
REHOSPITALIZED . 
Internal Locus of Control 
1225, 24,m 
"I was under pressure to find a place to stay" 
"I could have saved my noney" 
1230, 30,m 
"working carpentry" 
"I quit my job" 
1205, 30,m 
129 
"Problems with my family. I began believing that my real 
parents were not my parents actually. 
"Take medicine" 
1204, 24,f 
1202, 
"Trembling of the legs" 
"Take cogentin for it" 
"Had problems getting along with people at school and at 
hane. Also had drug problems" 
"By trying to stay away f ran drugs and to concentrate more on 
school work" 
1219, 33,m 
"I lost my job" "I was worried about money" 
"I went to see my worker" 
1218, 31,m 
"I was rehospitalized because I was under stress for sane 
weeks" 
"My job makes me work during the night, so I lacked of 
sleeping" 
"quitting the job" 
1216, 22,m 
"Ort.gs" 
"Should never have taken drugs" 
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1213, 24,m 
"I had an accident on Lincoln Ave. It freezed my private 
life in a hospital" 
"I should have concentrated myself in a hospital discipline 
my mental health" 
1206, 18,m 
"my father was shot and killed" 
"take out revenge" 
1223, 22,m 
"not attending school, realizing that school is not 
everything" 
"having a group of friends" 
1220, 28,m 
"I didn't get a haircut and my ma didn't like it. I wore 
torn clothing" 
"I could have gotten a haircut and I could have worn new 
chothing. She put me in Chicago-Reed Mental Health 
Hospital" 
1264, 32,m 
"I was crying uncontrolably after being with friends of mine 
after taking a trip to Indiana. The trip was like my past 
going before my eyes, and I thought those feelings were 
passe. I went to the hospital the next morning." 
"I have had to confront these feelings (that I had nothing to 
show for my life) honestly, and I have gained alot of new 
friendships and support. I am very fortunate because if it 
wasn't for this, I wouldn't be taking the risks I have been 
ding at this time. 
2207, 58, f 
"losing social security" 
(get) "more work" 
"a visit to my mother" 
1252, 22,m 
"Pressure fran school, girlfriend breakup, flash backs fran 
LSD. My grades dropped drastically and I was ready to 
ccrcmit suicide" 
"I realized it was a normal passage" 
131 
3209, 37,f 
"I was working too hard and pushing myself to rruch" 
"I go to my program coordinator and my mental doctor. -Sent 
to Reed" 
1208, 20,m 
"acceptance in school" 
"talking, see a doctor" 
1201, 22,m 
"Getting out of high school" 
"Escape to hospital" 
External Lcx::us of Control 
2203, 30,f 
"Getting slapped very very hard" 
"I felt I did not deserve to be treated so poorly" 
"cried it out" 
2212, 24,m 
"working at a night club around people drinking and enjoying 
loud music" 
"I think I always dealt with trying too hard to get sanewhere 
in my life and deal with alot of !onliness." 
"r-bney is my major problem. I would like better living 
conditions and better relationships." 
1257, 18,f 
"School situation. But mostly social crowd outside of 
school. l'-bstly because !onliness and dwelling on the 
past." Too much chaos and confusion in the family. 
"I wished to be left alone in order to find myself. ~ich 
actually did happen" 
"I turned to 'angel dust' and drinking as a 'self-medication' 
idea" 
1217, 45,f 
"I was preoccupied with what a certain gorup of people were 
saying a.bout me." 
"I felt that I had not ~ to fight back. Support in 
fighting these people-:---r-called the attorney general's 
office." 
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1256, 38 
"I lost my job. '!he man in charge kept on stressing the job 
was too much for me. Mistakes were devastating" 
"possibly by taking my medication" 
1259, 19 
2201 
"Drugs" "I was nearly dead" 
"nothing" 
"When I was little I had an accident" 
"couldn't walk" 
2204, 29,m 
"my woman left me" 
"she did not give me love" 
1227, 31,m 
"People who help but don't know how to help" 
"People should leave a person alone" 
1228, 26, f 
"I was pregnant and stopped taking my medication which 
brought on a very heavy depression and suicide attempts." 
"'!he right medication and more support f ran my 
husband-at-the-time." 
1229, 21,m 
"Unemployed and didn't know what to do and my psychiatrist 
abandoned me and not finding out about situation of the 
Army" 
"By my psychiatrist not abandoning me resolving the army 
situation and working part-time" 
1215, 28,m 
"Paranoia. My girlfriend left me forever" 
"Give me sane muscial earphones" 
1211, 29 ,f 
"I felt that my teacher was taking me down a peg and that my 
'paranoia' was justified" 
"If the teacher had been reported to the authorities and they 
had responded." 
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1209, 22,m 
"I went to the hosital for a heart check and ended up in 
Elgin State" 
1207, 20,f 
"The nove fran my parents hane to my own." 
"To have gotten help on emotionally separating fran there 
first." 
1224, 27,f 
"I couldn't express my feelings, which I held in and I 
finally bursted out and that was the beginning of my 
hospitalizations" 
"Everything would have been ok, if I could have talked or 
expressed myself to saneone else." 
1222, 21,m 
"frustration" 
"not living at hane" 
1221, 33,m 
"being caught talking under my breath." 
"Getting my life together: 
"For people on the staff to inmediately respond to tihs and 
reassure me that everything is alright and that I don't 
have to leave" 
1250, 31,m 
"I was rehospitalized last time because I wan't treated as 
well the time before" 
"nothing" 
3203, 54,m 
"EKG shock treatment at Hazel Wilson on the fourth floor" "I 
had to see my Aunt and I was late because I wanted to 
leave early" 
"Not getting out of line because it was single file and it 
turned out I was last and late" 
3204, 29 
"Brain child ability to learn extraordinarily fast, just a 
bit of a temper when younger" 
"listening to my plea being htunan have feelings did you been 
thought of us?" 
3206, 54,f 134 
"Ravenswood hospital found out I had arthritis of the rib 
cage" 
3208, 42,m 
"My father died. It caused me to swallow poison" 
"My brother could have taken my car keys away. I had surgery 
performed" 
3201, 43,m 
"I was taken off Social Security disability" 
1254, 24,m 
"Car Accident" "Because this problem kept in hospital for 16 
weeks" 
"My parents should have bought me a car" 
1258, 22,m 
"Getting along with fcrnily - people in my neighborhood" 
"Not getting enough sleep at night, giving my eating habits a 
break, eating out of frustration, unhappiness with life, 
coping with society." 
"I could have gotten more support fran family, friends to 
succeed in school." 
1253, 29,m 
"Falling in love, forming a rock band, Christmas holiday. 
She was away at school and I went maniac, then I became a 
Jesus Christ figure acting as the Mesiah to bring in 
Christmas." 
"There was no slowing me down I was high as a plane" 
1251, 22,m 
"one day my father came hane fran v.ork late, and I told him 
why did he cane hane late so my father caled me stupid, I 
suddenly became anger and I can't control it" 
"taking it out with me and helping me by filling me with hope 
to go on in life" 
1262, 26,m 
"drinking alot and lost my apartment. And ended up in the 
hospital. Been drinking for years and trying to quit it 
can be very stressful." 
"more support and understanding and sareone to turn to. More 
persons caring and helping me stop drinking" 
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1261, 28,f 
"My mother threw a fit and coerced my father into forcibly 
taking me to the state hospital." 
"8anething internal in my mother's psyche" 
"Intervention by a concerned individual" 
"A doctor specializing in neurology after interviewing with 
me intervened on my behalf." 
2205, 53,f 
"no place to live" "Everyone need a place to live so what can 
a person do" 
"Get me a place alone by myself" 
"put me in a hospital" "I did not like the idea of being put 
away because they didn't want me around" 
2213, 25,m 
"To have took up more time with me and tryed to help me more" 
Unclassified 
3205, 58,f 
"Blood letting during the late delayed menopause. Birthed an 
inf ant daughter and went back to working" 
"I sometimes like to drink champagne with my relatives" 
2206, 49,f 
"My last unhappy event was going back to school. I haven't 
been in school since 1949." 
"I like school and I can't rernanber anything" 
1263, 34,f 
"My mother does not have a job and I visited my mother for 
money" 
1226, 31,f 
"I don't have any problems" 
1210, 36,m 
"Socialization. Social Discord" 
"Time spent in discussion" 
1212, 29,m 
"Problems at work" 
3207, 58,m 
"seizure" 
"hosp" 
1203, 24,m 
"I lost a job" 
"I need the m:>ney" 
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